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Editorials 


THE 1930 ANNUAL MEETING 

The 1930 Annual Meeting held in Joliet May 
20-22, 1930, was one of the most successful meet- 
ings the Society has ever held. The attendance 
was approximately 1,200, and the total ladies’ 
registration was 381, the largest number of 
ladies ever attending an annual meeting of the 
Illinois State Medical Society. The Committee 
on Arrangements at Joliet had arranged every- 
thing to the best interests of the many members 
and visitors. The programs were all carried out 
according to the official program. At the open 
meeting on Tuesday evening, the Joliet National 
High School Champion Band gave a 45 minute 
concert which was greatly appreciated. Mrs. 
George T’. Palmer, State Probation Officer, gave 
a highly instructive talk on probation work, 
showing the efforts of the State of Illinois in 
this type of work. The President’s Dinner was 
well attended, the service at the dinner given 
by the Eastern Star, in the Masonic Temple. 
Ten past presidents were present and introduced 
by the toastmaster, J. P. Simonds. The Joliet 
State Champion High School Orchestra played 
during the dinner. Following the president’s 
dinner, the President’s Address was given by 
F. O. Fredrickson, his subject being “A Forward 
Look into Medical Practice,” and it was a very 
important contribution to the literature on Med- 
ical Economics. Martin E. Rehfuss, of Phila- 
delphia, delivered the Oration in Medicine, his 
subject being “Some Real Problems in Modern 
Medicine,” and it was highly interesting, well 
received and well rendered. 

The exhibits were unusually good, both as to 
the commercial and the scientific exhibits. The 
Joliet Chamber of Commerce, where the ex- 
hibits were shown, was unusually cooperative, 
turning their entire building and facilities over 
to the Society for the meeting. 

The following officers were elected at the clos- 
ing meeting of the House of Delegates: 
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President-elect—R. R. Ferguson, Chicago. 

Ist Vice President—B. G. Wilcox, Joliet. 

2nd Vice President—Otto Huber, Chicago. 

Treasurer—A. J. Markley, Belvidere. 

Secretary—Harold M. Camp, Monmouth. 

Drs. Charles D. Center, Quincy; J. W. Ham- 
ilton, Mt. Vernon, and J. S. Templeton, Pinck- 
neyville, were reelected to succeed themselves as 
members of the Council, and Thomas P. Foley, 
of Chicago, was elected to succeed R. R. Fergu- 
son as a member of the Council. 

The by-laws of the Illinois State Medical 
Society were changed to permit the ‘nduction 
of the president-elect at the closing meeving of 
the House of Delegates. William D. Chapman, 
of Silvis, was inducted as President of the So- 
ciety immediately after the final business was 
transacted by the House of Delegates. 

A number of important resolutions were 
adopted by the House of Delegates, which will 
appear in the printed transactions of the House 
of Delegates in the July number of the ILLINOIS 
MEDICAL JOURNAL. 

The following officers were elected by the 
Scientific Sections for the ensuing year: 

Section on Medicine 
L. D. Snorf, Chairman, Chicago. 
Warren Pearce, Secretary, Quincy. 
Section on Surgery 
J. H. Bacon, Chairman, Peoria. 
James T. Gregory, Secretary, Chicago. 
Section on Public Health and Hygiene 
Chas. H. Miller, Chairman, Chicago. 
Arlington Ailes, Secretary, La Salle. 
Section on Hye, Har, Nose and Throat 
Harry 8. Gradle, Chairman, Chicago. 
W. C. Williams, Secretary, Peoria. 
Section on Radiology 
Henry W. Grote, Chairman, Bloomington. 
E. L. Jenkinson, Secretary, Chicago. 
Secretaries’ Conference 

I. L. Foulon, President, East St. Louis. 

W. D. Murfin, Vice President, Decatur. 

Harold Swanberg, Secretary, Quincy. 

East St. Louis made a strong appeal to the 
House of Delegates for the 1931 meeting, it hav- 
ing been thirty-three years since the Society last 
met in that city. Others from Southern Illinois 
outside of St. Clair County added their appeal 
for a Southern Illinois Meeting, assuring the 
House that it would be a Southern Illinois meet- 
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ing instead of a strictly East St. Louis affair. 
The House of Delegates voted unanimously to 
go to East St. Louis next year, subject to the 
approval of the Council. 

In a lengthy resolution the House of Dele- 
gates gave a special vote of thanks to all those 
in Joliet who aided in making the guests wel- 
come at the 1930 meeting—the Will-Grundy So- 
ciety, the Mayor and City officials, the Chamber 
of Commerce and its efficient Secretary, the ho- 
tels, Ladies’ Entertainment Committee, the 
Eastern Star organization, and the efficient Gen- 
eral Chairman of the Arrangements Committee, 
B. G. Wilcox, for his work. 

By the cooperation received, Joliet has been 
added to the list of Illinois cities which are to 
be commended for their efforts in planning con- 
ventions, and all in attendance at this meeting 
went away with a friendly feeling for the city 
and its residents. 





CHARITY: HOW MANY LAY ABUSES 
AGAINST THE MEDICAL PROFES- 
SION ARE COMMITTED IN 
THY NAME! 

In the face of indubitable figures carefully 
attained is set forth clearly the fallacy of ask- 
ing for further “charity” from physicians. Es- 
pecially is this true in the lay campaign for 
reduced medical fees. 

Doctors who are honest with themselves and 
with their ledgers have long admitted that in 
the majority those of the profession who are 
men of wealth have gained their emoluments in 
other ways than from direct income from 
patients. 

Hither by inheritance, investments in stocks 
of real estate or commercial ventures, and some- 
times even by matrimonial affiliations, has come 
the acquisition of material goods to the average 
doctor. 

As a matter of fact, physicians disburse more 
actual charity, dollar for dollar on a pro rata 
income basis, than does any other branch of 
American citizens. 

In Fordham’s magazine under date of July 29, 
1930, statistics drawn from the personal prac- 
tice of 3,284 physicians showed these returns: 

Average income in 

Towns of 5,000 population 

Towns of 20,000 population 
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Cities of 50,000 population 7,022 
Metropolitan centers 7,125 


This is a lamentable return when compared 
with the average salaries of teachers, commercial 
and industrial employes of importance and of 
labor in other avenues of life. 

The figure of $7,125 per annum for physicians 
in metropolitan centers is an average of slightly 
less than $600 per month, or than $150 per week. 
Scrutiny of payrolls of employes of municipali- 
ties, industries and commercial institutions 
would reveal that a salary of $150 per week is 
considered picayunish for men and women of 
importance in these walks. In the learned pro- 
fessions it would quite often be sneezed at. And 
bear in mind that in none of those industries or 
professions is barefaced appeal made for free 
labor such as is everlastingly demanded from 
physicians for expert services. Yet these same 
classes of citizens are augmenting the movements 
to provide more and more free medical service 
and more and greater usurpation of the province 
of medical practice by providing free or part pay 
clinies for the middle classes and by the extension 
of the scope of medical practice by universities, 
by hospitals, and by tax supported institutions, 
or foundations. 

Contrast such activity with the complaint 
made recently by the Chicago Garage Owners 
Association against the parking of automobiles 
on the public streets after 1 a.m. The Chicago 
garage owners’ union has been attempting to 
force the police commissioner to utilize his de- 
partment to arrest all owners leaving their cars 
out on the city streets after 1 a. m. with the 
motive back of the movement the contention of 
the garage owners that they cannot continue in 
business and compete with the city as a free 
parking place. Removal of the cars from the 
tax-supported thoroughfares would naturally 
force them into the nearest garage. The best 
of it is that a certain amount of sympathy is 
being given the garage owners. Yet their com- 
plaint is not based on any different ground from 
that of the contention of the medical profession 
in its fight against lay usurpation and free dis- 
tribution of the practice of medicine by tax sup- 
ported hospitals and endowed institutions. Yet in 
its fight the medical profession has never had the 
faintest degree of support from the garage own- 
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ers’ association, either as individuals or as an 
organized group. 

The garage men, like men in all other lines of 
life, are not going to socialize their own business, 
but they are willing to socialize medicine just 
for the sake of getting a little more medical 
charity. 

Medical charity! The whole profession has to 
be practically as generous as nature herself. 

To begin with, there is probably a higher pro- 
portion of overhead in the medical than in any 
other profession. It is almost easier to square 
the circle than to work out the net average in- 
come of the 150,000 doctors in the United States. 
Authenticated figures that have been published 
set about three billions of dollars as the cost of 
medical care in the United States for 1927. 
This included hospital care, nursing service, 
drugs, all surgical and therapeutic supplies and 
also patent and proprietary medicines. On the 
liberal but undoubtedly too generous assumption 
that a billion and one-half went to the doctors, 
that would only be about twelve thousand dollars 
GROSS income for every doctor in the United 
States. One physician reported a deficit of 
$2,600, but some few reported net incomes of 
about $70,000, but did not claim this as from 
professional revenue only. 

On as accurate an hypothesis as could be ob- 
tained, it can be stated emphatically that, while 
supplies for medical and surgical practice and 
costs of living have increased, medical incomes 
have not, for even one per cent. of the 150,000 
physicians actively practicing medicine in the 
United States. 

The doctor’s economic status remains fairly 
secure, but there are states in which physicians 
have been compelled to accept contract practice, 
or some other form of payment for their serv- 
ices, in some sections amounting to contract prac- 
tice. In some of the southern states whole com- 
munities have organized, with each family con- 
tributing one dollar fifty to two dollars per 
month for the payment of their medical service. 
Large industries in some states have forced 
physicians to form groups and administer both 
to the working men themselves and to attend 
any sick member of their employes’ families. 
Contract prices are far below the average physi- 
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cian expects or requires, or is even equitably just 
in order to live comfortably. 

In industrial centers as well as in other places 
where doctors receive stipulated salaries, there 
still exists a comparatively large population 
which is dependent upon charity. The doctor 
must take care of these cases without hope of 
compensation. Regardless of any law of reim- 
hursement by a state or federal subsidy, there 
will still remain in all parts of the country this 
large clientele of charity patients. In Illinois 
alone, where there are approximately eleven thou- 
sand physicians practicing medicine, by a mathe- 
matical formula which the doctor readily under- 
stands, each doctor has a charge off of at least 
from twenty-five hundred to three thousand dol- 
lars as his per annum contribution to charity. 
Therefore, when we say that the doctors of IIli- 
nois are contributing from twenty-seven to thirty- 
five million dollars a year to the care of the 
indigents, the figure is small indeed. Critics 
may maintain that these activities must not be 
classified as charity, but rather as the doctor’s 
contribution to the welfare of his community. 
No other profession, business or trade is either 
ready or willing to contribute thirty million dol- 
lars a year for charity sake. The quality of 
work a professional man does is his asset. To 
the degree that he does his work better, his asset 
becomes greater. This is not true of business 
because of the amount of a business man’s heredi- 
taments is his asset. Work which the doctor does 
is as much a part of himself as any of the ma- 
terial holdings in any other line of trade. Con- 
tributions of free medical service to society 
means the same to a physician as any material 
contribution made by other individuals in an- 
other profession. 

What shoe industry in Illinois gives away 
thirty thousand yearly in free shoes alone, not 
alone thirty million? 


VHE EDUCATIONAL COMMITTEE OF 
THE ILLINOIS STATE MEDICAL SO- 
CIETY HAS GONE FAR AND AC- 
COMPLISHED MUCH 

The educational committee has made hundreds 


of contacts that are invaluable in a campaign 
of edueating the public to what medicine has 
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done and is doing to safeguard the health wel- 
fare of the public. 

Few state medical societies enjoy and profit 
from contacts with lay organizations in the de- 
gree afforded the Illinois State Medical Society 
through its Educational Committee. That in- 
telligent understanding existing between the 
medical profession of Illinois and these lay 
groups has been valuable to all concerned. 

The Secretary of the Civic Federation of Chi- 
cago has given his support often to the Illinois 
State Medical Society and has offered sugges- 
tions as to how the public might be informed 
about pernicious legislation such as the Shep- 
pard-Towner Act and its related bills. 

The Public Health and Child Welfare Chair- 
man of the Illinois Federation of Women’s Clubs 
and the Illinois Congress of Parents and Teach- 
ers, representing about 200,000 women, confer 
with representatives of the Educational Commit- 
tee. Some excellent work is being done by these 
two splendid groups of women. Particular men- 
tion might be made of the “Summer Round-Up” 
and the correction of remedial defects following 
physical examinations at that time. Hundreds 
of physicians have been invited to appear before 
women’s clubs and Parent-Teacher Associations 
in order that the members may learn what medi- 
cine has accomplished and is doing to raise our 
health standards. The Illinois Federation of 
Women’s Clubs supported the State Medical So- 
ciety in opposing the Sheppard-Towner Act and 
opposing anti-vivisection legislation. 

The University of Illinois Home Economics 
Extension Service has sought the advice and as- 
sistance of the Educational Committee in its 
work with the Home Bureaus and 4 H clubs. 
In a number of counties all Home Bureau Units 
have received some cooperation from the State 
Medical Society. 

The Chicago Woman’s Club, with its cancer 
program, the Chicago Section of the National 
Council of Jewish Women; the Chicago Wom- 
an’s Aid; the Jewish People Institute, the Juve- 
nile Detention Home sponsoring proper sex edu- 
cation ; the American Public Health Association ; 
the Illinois State Dental Society, and the Elks 
Foundation for Crippled Children should also 
be mentioned. The Evanston Woman’s Club, 
through Mrs. Rufus Dawes, came recently to the 
Kducational Committee for advice and coopera- 
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tion. There can be no question as to the value 
of these contacts which have helped so much 
in promoting an intelligent interest in important 
health problems of Illinois. 

The Illinois State Department of Public 
Health enjoys friendly relationship with the 
State Medical Society. Its various divisions 
have sought and received cooperation from the 
Educational Committee. The members of the 
Committee and several obstetricians checked over 
and revised the prenatal letters now being sent 
out by the Child Hygiene Division. Numerous 
appointments have been filled for the Division 
of Public Health Education and that Division 
in turn has supplied posters, films, and litera- 
ture to the Educational Committee. There 
seems to be much less conflict than in former 
years between the medical societies and the 
nurses sent out from the State Department of 
Health. 

The Committee has been represented on the 
Advisory Council of the Child Hygiene Division 
of the State Department of Health. This Coun- 
cil has officially approved a plan for work which 
will require the cooperation of the county med- 
ical society, county dental society, and local lay 
groups. Several counties are considering the 
establishment of this plan within the near future. 

The contacts which the medical society have 
had with grade schools, high schools, colleges, 
with Y. M. C. A., with the men’s service clubs 
and with young mothers’ clubs, have given indi- 
vidual members a new understanding of what 
the Illinois State Medical Society is trying to do. 
Practically every lay organizaticn of any appre- 
ciable size or importance in Illinois has had 
contact with organized medicine. During Health 
Promotion Week, 1930, members of the Illinois 
State Medical Society presented health programs 
to over two hundred schools, clubs and churches. 





THE DETROIT SESSION OF THE AMER- 
ICAN ASSOCIATION, JUNE 23, 27, 1930 
The annual session of the American Medical 

Association is outstanding medical event of the 
year for a majority of the American medical 
profession. Physicians who have attended one 
of these annual sessions realized that the return 
on the investment is beyond that which may be 
obtained by investment in any other manner for 
self improvement. 
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Those who intend to attend the Detroit ses- 
sion will do well to make arrangements in ad- 
vance. The first consideration is, of course, the 
matter of hotel accommodations. 

DETROIT HOTELS 

A list of Detroit hotels is presented for the 
benefit of those who expect to attend the annual 
session of the American Medical Association, 
June 23-27. Dr. William C. Lawrence is the 
chairman of the Subcommittee on Hotels of the 
Local Committee on Arrangements and may be 
addressed at 1805 Stroh Building, Detroit, Mich. 





Single———— ———Double——— 
Without With Without With 
Name and Address’ Bath Bath Bath Bath 
MA wc ct ccnten en $2.50-$ 4.00 c $4.00-$ 5.50 
Cadillac Sq. and 
Bates St. 
Book-Cadillac ...... 3.00- 10.00 5.00- 12.00 
Washington Blvd. 
and Michigan Ave. 
BOGE Coeds cevcees ... 8.00- 4.00 ...  4,50- 7.00 
114 W. Adams Ave. 
Detroit-Leland ...... nee HOR ROO 5.00- 7.00 
Cass and Bagley 
Aves. 
Paivbowtn. 2. .cse sins $1.50 2.50 $2.50 3.50 
Columbia at John 
R. Sts. 
Fort Shelby’. .<....< 2.50 3.00- 7.00 3.50 4.00- 10.00 
Lafayette and 
First Sts. , 
Fort Wayne .2....0+ ss 2.50- 3.50 jee 3.50- 6.00 
Cass Ave and Tem- 
ple St. 
CREME of cevosenens ne 2.00- 3.00 4.00- 5.00 
2931 John R. St. 
TNGGRIAD © oo cece 0% ee 2.50- 3.50 or 4.00- 5.00 
Peterboro at Wood- 
ward Ave. 
Madison-Lenox ..... 2.00 2.50- 3.50 3.00 8.50- 5.00 
Madison Ave. at 
John R. St. 
re ere ee 2.00 2.50- 3.00 3.50 4.50- 5.00 
Jefferson and Gris- 
wold 
Norton-Palmer ...... 2.00 2.75- 3.00 3.50 5.00 
Windsor, Ontario, 
Canada, 
WE, 6s. sce ea oses Poe 3.00 wad 4.00 
Hancock and John 
R.. St. 
Prince Edward ..... he 3.00- 5.00 5.00- 10.00 
Windsor, Ont., Canada 
Royal Palms ....... a 3.00- 4.00 wins 4.50- 6.00 
2305 Park Ave. 
SOWAEE Mec cc bese cies Pe 3.00- 3.50 eed 4.50 
59 Seward Ave. 
BN evi sb eecens racer: 3.00- 8.00 5.00- 10.00 
Washington Blvd. 
and Park Ave. 
SUOVOHEON. oe 6h ccc cc eae 2.50- 3.00 rate 4.00- 5.00 
46 Davenport Ave. 
Strathmore .....-.. eats 2.00- 3.00 als 3.00- 4.50 
70 W. Alexandrine 
SPOS vanes tea trees Pre 2.50- 5.00 Fee 5.00- 7.00 
Park and Adams 
Aves. 
Webster Hall ....... 2.00 2.50 --. 8.50- 4,00 


111 Putnam Ave. 
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Wolverine .cccecoes see 2.50- 4.00 ~». 4,50- 7.00 


Weterell and Eliza- 
beth 
RAILROAD TRANSPORTATION 


The next matter of importance in connection 
with the trip, is that of railroad transportation. 

The passenger associations throughout the 
United States have authorized a rate of one and 
one-half fare for the benefit of members and de- 
pendent members of their families who will at- 
tend the A. M. A. session at Detroit. To have 
the benefit of return rate of one-half fare it 
will be necessary for each member to secure a 
certificate from the railroad ticket agents when 
he purchases his ticket to Detroit. The certif- 
icate must be certified to by the secretary of 
the A. M. A., which may be done at the regis- 
tration bureau to be located in the Recreation 
room of the Masonic Temple in Detroit, and 
must then be validated by a representative of 
the railroad who will be on duty June 23 to 27. 
When the certificate is so certified and validated, 
it will entitle its holder to purchase a return 
ticket to his home, over the same route traveled 
to Detroit at one-half fare. 

The certificate is not a receipt for money 
paid for a ticket, nor will a receipt entitle its 
holder to secure a return trip ticket at a reduced 
tate. Be sure to ask the ticket agent for a cer- 
tificate. 

The dates of sale of tickets to the A. M. A. 
meeting at Detroit will be June 19-25, inclusive. 

Certificates properly certified amd validated 
will be honored for purchasing tickets for the 
return journey at one-half fare up to and in- 
cluding July 1. 

Be sure to ask your railroad ticket agent for 
a certificate when purchasing your ticket to the 
A. M. A. meeting at Detroit. 





THIRTEEN MILLION PROFIT OF THE 
MAYO CLINIC TO BE USED FOR THE 
ADVANCEMENT OF MEDICAL 
SCIENCE 

Dr. William Mayo of Rochester, Minn., an- 
nounced April 11 that the fortune, estimated at 
13 million dollars, which he and his brother 
have amassed at their famous clinic will be used 
for the advancement of medical science. It will 
go to the Mayo Foundation for Medical Educa- 
tion and Research, he said, which already is 
training 300 surgical hands to carry on the work 
of its two sponsors. . 
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THE JOHN PHILLIPS MEMORIAL 
PRIZE 

The American College of Physicians announces 
the JOHN PHILLIPS MEMORIAL PRIZE of 
$1,500, to be awarded for the most meritorious 
contribution in Internal Medicine and sciences 
contributing thereto, under the following con- 
ditions: 

1. The contribution must be submitted in 
the form of a thesis or dissertation based upon 
published or unpublished original work. 

2. It must be mailed to the Executive Sec- 
retary of the American College of Physicians on 
or before August 31, 1930. 

3. The thesis or dissertation must be in the 
English language, in triplicate, in typewritten 
or printed form, and the work upon which it is 
based must have been done in whole or in part 
in the United States or Canada. 

4, The recipient of the prize would be ex- 
pected to read the essay at the next annual 
meeting of the college, after which he would be 
officially presented with the prize by the presi- 
dent. 

5. The college reserves the right to make no 
award of the prize if a sufficient meritorious 
piece of work has not be received. 

6. The announcement of the prize winner 
will be made not later than two months before 
the annual meeting. 

AMERICAN COLLEGE OF PHYSICIANS 
E. R. Loveland, Executive Secretary 
133-135 S. 36th Street 
Philadelphia, Pa. 





DOCTORS WHO HAVE ACHIEVED FAME 
IN FIELDS OTHER THAN THE 
PRACTICE OF MEDICINE— 

DR. CHARLES B. REED, 
CHICAGO 
To the average man, to say nothing of the 
majority of physicians, to be a recognized trail- 
blazer and authority in obstetrics, as well as a 
distinguished writer on medical topics would 
be “big game” enough for any man to bring 

down in his life time. 

Such is not the case with Dr. Charles Bert 
Reed, president of the Chicago Medical Society. 
He has stalked big game and got his kill from 
the ice floes of Hudson’s Bay to the Mexican jun- 
gles and mountain peaks. The mystic luring 
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coast of Oregon with its bays and sounds and 
the wild life of the bayous of the Father of 
Waters have known Dr. Reed’s skill with gun 
and rod as well as with pen and camera. And 
the sick, the suffering, the desperately ill have 
known his skill and science in medicine and 
surgery. 

“Doctor” Reed comes by his literary genius 
most explicably. As a matter of fact it may 
be said to have been born in him. His father, 
Hiram V. Reed, was a minister whose sermons 
as well as whose kindly counsels were decided 
factors in the upbuilding of the commonwealth 
and the consolations of weary souls and “doc- 
tor’ himself was born in 1866 when the great 
war of the brothers of North and South had 
hardly let the soil grow cool for crops—and in 
the little town of Harvard, Ill. 

His mother, the late Elizabeth V. Reed, was 
an international authority among Oriental so- 
cieties. She was honored for her writings on 
Oriental literature. In fact she was one of the 
few women and one of the first Americans to 
be made a member of the British Royal Society 
of Orientalists. 

Myrtle Reed McCullough was among the most 
popular of the novelists and fiction writers of 
the early years of this century. From her pen 
she made an immense fortune. The famous 
etcher, Earl H. Reed, noted for his work in the 
dunes, especially, is a brother. 

In 1909, Dr. Reed with the late Dr. Charles 
G@. Fuller and the late Emerson Hough, Ed- 
ward C. Carter, Dr. W. M. Thompson, John T. 
McCutcheon and others formed the “Camp Fire 
Club of Chicago.” This is an association of 
big game hunters. From 1911 to 1913 Dr. 
Reed was its president. 

Much water had rolled under the bridges and 
many a lion, elk and bear brought to gun since 
the time when Dr. Reed, then only a lad of 
fifteen made his first camping excursion into the 
woods and found overwhelming pleasure in its 
revelations. His mind had been saturated in 
tales of pioneers and of mighty Nimrods of land, 
sea and frontiers. Not the least of his favorites 
among authors had been James Fenimore Cooper. 
Though ostensibly his travels have been the pur- 
suit of big game the true urge in his heart has 
been genuine love for the wilderness. His wish 
was and is “Oh for a lodge in some vast wilder- 
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ness, some boundless contiguity of shade. . . .” 


As his life expanded the family tendency to 
write grew stronger. In 1895 Dr. Reed produced 
the first of the long series of articles which 
brought him before the public. In the begin- 
ning the papers pertained especially to medicine. 
In 1898 appeared a “Quiz Manual of Histology,” 
a subject he was teaching. Other medical topics 
to the number of forty-five demanded considera- 
tion. Influence of his forest contacts could not 
be denied so in 1907 he made a canoe trip to 
Hudson Bay. In 1910 the “First Great Cana- 
dian” appeared. In this book was assembled 
for the first time the scattered but slightly im- 
portant adventures of Le Moyne d’lberville, a 
Canadian voyager secondary only to La Salle in 
prominence. Material for this was found in 
“The Jesuit Relations” and among old manu- 
scripts and pioneer narratives of Canada in the 
seventeenth century. In 1914 came the “Masters 
of the Wilderness,” a study of the Hudson Bay 
Company. Following the footsteps of d’Iber- 
ville to Louisiana and Mobile brought the 
“Dream of Empire” and the “Beaver Club,” 
afterward published in the same volume with 
the “Masters of the Wilderness.” At this. time 
also appeared “The Curse of Cahawba” which 
was a romantic history of the earliest capital 
of Alabama which had never before received 
attention. 

During this period Dr. Reed’s interest had not 
been distracted from his profession. Besides his 
regular contributions to the Journals and to the 
societies, his book “Obstetrics for Nurses,” was 
published and soon became a standard text and 
is now in its third edition. In 1915 the life 
of “Albrecht von Haller” was issued. In 1922 a 
short but now widely applauded biography of 
“Dr. Clopton Havers,” and the story of a dog 
named “Duke.” Other papers such as Toxemia 
as a Stimulus in Literature. The Literary Value 
of Hunger; Utopia and Life and the Beautifica- 
tion of the Novice marked slow transition into 
wider fields. 

Dr. Reed had visited Ontario for the first time 
in 1902. The wild and rugged beauty of Lake 
Superior’s northern shore fascinated him. At 
the time the coast was wholly unsettled and the 
savagery of the untamed solitude brought the 
doctor back summer after summer. He wrote 
a number of short stories which his experiences 
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in this region suggested or inspired. These were 
finally collected in a volume and published 
(1924) as The Four Way Lodge. 

Romance in all its forms was the only bait 
needed to entrap the doctor’s emotions. In fol- 
lowing out the origin of the Romantic Move- 
ment in Literature he discovered the source of 
Romance in the Courts of Love and the exten- 
sive Love Fury of the twelfth century. Careful 
examination of this material revealed so much 
novel and interesting information that this was 
also collected and became a new volume (1926) 
entitled “Eleanor of Acquitaine.” 

The doctor’s travels have become more and 
more restricted in these latter years through 
the settling up of the country he visits and the 
gradual diminution of wild game. His estate 
in North Carolina takes a certain amount of 
his available time. However, he continues to 
write another book entitled “Obstetrics Opera- 
tions on the Manikin,” soon to be issued. 

Dr. Reed got his academic work from the Chi- 
cago Public Schools and the University of Mich- 
igan. He did not finish at the University but 
returned to Chicago, and took his degree in 
medicine at Rush Medical College in 1887, at 
the age of 21. In 1893, married Clara Osborne, 
founder and director of the Columbia School of 
Music. 

Dr. Reed’s interest in his profession has al- 
ways been deep and broad and ever alert to dis- 
cover improvement in practice or technic. After 
some years in general work Dr. Reed took up 
obstetrics as a specialty. He is recognized as 
an authority. His work on “The induction of 
labor at term” though regarded as highly rad- 
ical when it appeared has been accepted by the 
profeession as a standardized procedure. Dr. 
Reed has been a member of the staffs of the Ger- 
man, Cook County and Wesley Hospitals, and 
Chief Obstetrician of Wesley for many years. 
He was assistant Professor of Obstetrics at 
Northwestern University Medical for a number 
of years and is now Associate Professor of Ob- 
stetrics there. 

Dr, Reed is a member of the Chicago Medical 
Society; Illinois State Medical Society; the 
American Medical Association; the American 
College of Surgeons; the Chicago Society of 


Medical History; the Institute of Medicine and 
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the Chicago Gynecological Society of this last 
named he was president in 1909-10. 

His varying interests have taken the doctor 
far afield, so that his club affiliations are few 
and rather specialized. He belongs to the Med- 
ical and Dental Arts Club, the Cliff Dwellers 
and the Chicago Literary Club of which he was 
president in 1914-15. 

Dr. Reed was chosen president-elect in 1928 
of the Chicago Medical Society, became its presi- 
dent this year. 

A complimentary dinner was tendered Dr. 
Reed by the Chicago Gynecological and Chicago 
Medical Society, October, 1929. 

All told, over three score and ten fiction 
stories, novels, medical books and articles have 
come from the fruitful brain of Dr. Reed. We 
have as candidates for future write-up the names 
of the following physicians who have achieved 
fame in fields other than medicine. They are: 

George B. Lake, editor of Clinical Medicine 
and Surgery, North Chicago, Ill. William 
Barnes, Decatur, Ill. Lucius H. Zeuch, Carl 
Schneider, Richard S. Patillo and Louis J. Tint, 
all of Chicago. Do any of our readers know of 
additional names that should be added to the 
list ? 





JOB WAS OUR SUNDAY SCHOOL TEACH- 
ER’S MODEL OF PATIENCE, BUT 
JOB NEVER EDITED A MED- 
ICAL JOURNAL! 

The editor of the Pennsylvania Medical Jour- 
nal, May issue, 1930, under the heading “The 
Unknown Things for Which the Editor Is Not 
Thanked” makes some timely comments upon 
the problem of getting out a medical journal. We 
quote : 

“The unknown things for which the editor is 
not thanked far outnumber those that are known. 
In politics the good lawmaker or executive officer 
does the community as much, often far more, 
good by killing bad schemes in their inception, 
by preventing bad laws from being introduced 
or passed, by refusing to appoint corrupt or 
worthless subordinates, etc., as by the things, 
laws, or officials he positively establishes. In pure 
science or experimental medicine a negative ex- 
periment that is soon forgotten is frequently as 
important as the positive one that becomes woven 
into the truth that all recognize. Hach is nec- 
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essary to establish a certainty. In a lay jour- 
nal the labor concerning contributions refused 
and the “news” ignored takes up the larger por- 
tion of editorial time and energy. We believe 
we do not exaggerate when we say that by far the 
most of a medical editor’s work never positively 
shows in his journal. The things for which you 
have most reason to be grateful are precisely 
those of which you can have no conception. It is, 
for example, a pleasure but none the less labor, 
tv answer the number of inquirers a day who 
ask concerning matters not at all connected with 
the journal, We say it is a pleasure, because the 
information is difficult for the inquirer to give; 
and it is acknowledged that much of the satis- 
faction of life consists in doing little kindnesses. 

“The grumblers and scolders have to be reck- 
oned with also; they who write hastily, with 
prejudice, misinformation, and ill-will. Job was 
our Sunday-school teacher’s model of patience, 
but Job never edited a medical journal. 

It is also to be noted that the writer of a re- 
jected article never forgives the poor editor, 
and some men are so constituted that they will 
“lay for that man” for many years. And yet, 


a journal can print only a definite number of 


articles, and a very large number, for this or 
many other reasons, must necessarily be returned. 
The return is no proof that the article has not 
decided merits, and one may write a kind per- 
sonal letter in explanation, but the hurt, we 
fear, too often remains.” 





AUTOMOBILE MAY BE SAFELY DRIVEN 
BY THE PHYSICALLY DISABLED; ON 
THE OTHER HAND, A “HAIR TRIGGER” 
MENTALITY MAY BE A HANDICAP 
FOR SAFE AND SANE DRIVING 
An interesting sidelight on contributing fac- 

tors to public safety is announced through the 

psychological tests for automobile operators con- 
ducted at Ohio State University by Dr. Knight 

Dunlap of the department of psychology at Johns 

Hopkins University. 

For these experiments revealed that a greater 
asset than intelligence in a driver is self-control. 
i:xcellent motor drivers may be made from men 
who cannot pass a simple intelligence test. 
Properly equipped cars may be handled by the 
disabled, with either a leg or an arm missing. 
On the other hand, a “hair-trigger” mentality 
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may be a handicap for safe and sane driving. 
Even the deaf can make good drivers. But a deaf 
pedestrian is in a bad way—very bad. 

Common sense training in the manipulation 
of steering wheel, brake, and clutch, and a 
knowledge of and ability for gear shifting are 
demanded, according to Dunlap. 

The man who can see but who won’t watch 
is more of a menace than a man with impaired 
eyesight who keeps on the alert. 

According to Dr. Dunlap, a color blind per- 
son can become a safe driver. Dr. Dunlap de- 
clares all persons are color-blind except when 
they look squarely at an object. Since an auto- 
ist usually observes a traffic signal out of the 
corner of his eye, because he has to watch pedes- 
trians and other motorists at the same time, sig- 
nals are designed on the assumption that all 
motorists are color-blind. Fortunately, there are 
two colors which a color-blind person can distin- 
guish as well as a man with normal vision— 
orange-red and blue-green. Signal engineers 
are adopting these colors. 

Ingenious apparatus disclosed these and other 
facts about motorists in Dr. Dunlap’s tests. In 
one test of eye, hand and foot coordination, sub- 
jects sat at the wheel of a dummy automobile. 
This had the steering mechanism, brake and 
clutch of a light car, and an electric seat that 
registered the “driver's” movements. Six feet 
in front, an illuminated chart represented a 
highway. 

TEST ON IMAGINARY HIGHWAY 

Along this imaginary highway the subject 
drove his car. One pointer on the chart showed 
the course of the test car. Another pointer rep- 
resented an imaginary vehicle coming toward it, 
The driver was supposed to steer the test car so 
as to avoid an imaginary collision with the on- 
coming one. It was hard to dodge, for mech- 
anism gyrated the approaching pointer as if a 
reckless driver were at the wheel. 

A “noise barrage” was the means of testing a 
driver’s lack of “emotional stability’—in other 
words, his tendency to fly off the handle or be- 
come confused by strange sights and noises. The 
subject sat in a padded chair, a pair of electrified 
handles in his hands. These carried a current 
far too mild to be felt, for the object was to 
detect the extremely delicate changes in the body 
itself. Suddenly hells clanged. Lights flashed 
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crazily. Buzzers whirred. A gun cracked, so 
close that the subject could smell the burning 
powder. 
electric meter in the next room, measured the 
subject’s ability to keep calm. Hardly anybody 
but truck drivers survived this test. 


Meanwhile a delicate galvanometer, an 





IN MEMORIAM 
JOHN E. TUITE, M. D. 


Wuereas, It has been the will of the Divine 
Ruler of the Universe to take from his earthly 
toil our immediate past-president, John E. 
Tuite, and 

Wuereas, Although we respect the Will of 
our Creater, we bow in reverence to this great 
loss, and 

Wnereas, We wish to honor the memory of 
him who has had for many years uppermost in 
his thoughts, the best interests of organized med- 
icine and those of the Illinois State Medical So- 
ciety in general; therefore 

Be It Resolved, That the House of Delegates 
do, in session this twenty-second day of May, 
1930, spread on the Minutes of the transactions 
of this House of Delegates, this resolution, our 
evidence of respect to the memory of the de- 
ceased friend, John E. Tuite, a loss that earth 
cannot restore, and be it 

Further Resolved, That a copy of this resolu- 
tion be published in the ILLINoIs MEpIcAL Jour- 
NAL and a copy be sent to the family of the de- 
ceased, as a token of our esteem and an assur- 
ance of our sympathy. 





IN MEMORIAM 
DAVID B. PENNIMAN, M. D. 
Wuereas, We have recently lost through death 
a former Councilor of the Illinois State Medical 
Society, a man who has worked untiringly for 
many years for the best interests of the Society 
and the Medical Profession, and 
Wuereas, We realize that in the loss of our 
highly esteemed and beloved friend, the late 
David B. Penniman, the Society and the Council 
have uffered a loss that cannot be replaced; 
Therefore Be It Resolved, That the House of 
Delegates of the Illinois State Medical Society 
in regular session this twenty-second day of 
May, 1930, do cause to be spread on the trans- 
actions of this meeting this tribute in respect to 
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the memory of our late friend and co-worker, 
and 

Be 1t Further Resolved, That a copy of this 
resolution be published in the ILLINOIS MEprcaL 
JOURNAL and a copy be sent to the family of the 
late David B. Penniman as our memorial tribute 
to his memory and our assurance of sympathy 
for a loss which earth cannot restore. 





WOMEN’S AUXILIARY TO THE ILLINOIS 
STATE MEDICAL SOCIETY HOLDS 
ANNUAL MEETING 

The Fourth Annual Meeting of the Women’s 
Auxiliary to the Illinois State Medical Society 
was held in Joliet, Illinois, May 21, at ten o’clock 
in the morning. The meeting was well attended 
by delegates from the organized counties and 
by those wishing to learn more about the work 
of the Auxiliary. State and Country Auxiliary 
officers gave very interesting reports which 
showed that definite activities were being spon- 
sored, that the members were anxious to study 
the various problems relating to medicine, and 
that the Auxiliary has taken its place as a most 
worth-while and commendable organization in 
some communities. Those attending the meet- 
ing and not belonging to any County Auxiliary, 
no doubt found much inspiration and many ideas 
which will be used to develop Auxiliaries in their 
own counties. 

Following the business session and election of 
officers, the Joliet Auxiliary entertained the vis- 
iting ladies at a very lovely luncheon at the 
Country Club. The President and President- 
Elect of the Illinois State Medical Society were 
among the guests. A short program was given, 
the retiring and newly elected officers were in- 
troduced and the meeting adjourned. During 
the afternoon a number of very beautiful dances 
were given on the lawn by girls from the Joliet 
High School and some delightful music was en- 
joyed by all those present. 

Officers for the coming year are as follows: 

President, Mrs. R. K. Packard, 6901 Paxton 
Avenue, Chicago; President-elect, Mrs. T. 0. 
Freeman, 1204 Wabash Avenue, Mattoon; 1st 
Vice-President, Mrs. George W. Post, Jr., 1206 
Ashland Avenue, River Forest; 2nd Vice-Presi- 
dent, Mrs. E. M. Stevenson, 11 Hardwood Place, 
Bloomington; 3rd Vice-President, Mrs. E. R. 
Steen, 308 Sterling Avenue, Joliet; Treasurer, 
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Mrs. A. H. Brumback, 1503 West Jackson Boul- 
evard, Chicago; Secretary, Mrs. Frank Maple, 


6728 Paxton Avenue, Chicago; Assistant Secre- 
tary, Mrs. F, P. Hammond, 6020 Drexel Ave- 


nue, Chicago. 





WOMEN’S AUXILIARY, A. M. A. 
DETROIT MEETING 
Monday, June 23, 1930 

2:30 P. M. Meeting of the Board of Direc- 
tors—Statler Hotel. 

All state presidents and presidents-elect are 
asked to time their arrival and stay in Detroit 
so as to be able to attend the Pre-Convention 
and Post-Convention Board Meetings. 

Tuesday, June 24 

9:00 A. M. Registration. Auxiliary Head- 
quarters—Hotel Tuller. 

9:30 A. M. Business meeting. 

Invocation. 

Address of Welcome. 


Response. 

Report of Committee of Arrangements; An- 
nouncements. 

Report of Entertainment Committee. 


Adoption of Convention Rules. 
Minutes of Seventh Annual Meeting. 
Treasurer’s Report. 
Auditor’s Report. 
President’s Report. 
Committee Reports: 
Finance. Presentation of the Budget. 
Printing. 
Organization. 
Press and Publicity. 
Hygeia. 
Public Relations. 
Legislation. 
Program. 
Revisions. 
Historian. 
New Business. 
1:00 P. M. 
Garden. 
Speakers will be announced later. 
Wednesday, June 25 
9:00 A. M. Registration, Hotel Tuller. 
10:00 A. M. A WORKERS’ CONFERENCE. 
The Purpose of the Auxiliary. 
The National Program. 


Luncheon, Hotel Tuller Roof 


EDITORIALS 375 


Analysis of the Work of State Auxiliaries on 
the Basis of the Official Program of the National 
Auxiliary. Conducted by Mrs, Evarts V. De 
Pew, assisted by all State Presidents. 


This discussion is planned to be a workers’ 
conference in the real sense of the word. The 
discussion will be interesting and exhilarating 
to any doctor’s wife; but it should be especially 
valuable to state presidents, presidents-elect, and 
committee chairmen, and to the corresponding 
county officers. 

Business Meeting Continued. 

Unfinished Business. 

New Business, 

Report of Credentials Committee. 

Report of Nominating Committee. 

Election of Officers. 

Introduction of New Officers. 

Adjournment, sine die. 

Thursday, June 26 
Mrs. J. Newton Hunsberger presiding. 

9:00 A. M. Post Convention Board Meeting. 

All state presidents and _presidents-elect 
should be at this meeting to assist the incoming 
president in planning the work of 1930-1931. 

10:00 A. M. Round Table for State Presi- 
dents and Committee Chairmen. 

Chief Purposes of the State Annual Meeting. 

Adequate Preparation for the State Meeting. 

Agenda for the State Meeting. 

Duties of State Board Members—Especially 
of the President and Committee Chairmen. 





AS THE GREAT WOULD SAY 


“A good man is hard to find.”— Demosthenes. 

“I’m strong for you, kid.”— Sampson. 

“Tut, tut, ’'d rather be a mummy.”— King Tut. 

“T’m all broken up.”— Humpty Dumpty. 

“Free lung, big boy.”— Jonah. 

“T ain’t nobody’s darling.”— Cleopatra. 

“On with the dance.”— St. Vitus. 

“The bigger they are the harder they fall.”— David. 

“Hot stuff, keep the home fires burning.”— Nero. 

“So this is Paris.”—'Helen of Troy. 

“Tt floats.”— Noah. 

“The first hundred years are the hardest.”— Methus- 
elah.—Pickup. 





A soap manufacturing company advertised a con- 
test for slogans. They also made perfume. Here is 
a slogan that came in which they could not use. It 
read: “If you don’t use our soap, for heaven’s sake 
use our perfume.” 











Miscellany 





THE DIURESIS OBTAINED BY EXTRACT 
OF POST-PITUITARY AND ITS MODIFICA- 
TION UNDER THE INFLUENCE OF SLEEP.— 
M. Labbé, P. L. Violic and E. Azerad (Presse méd., 
No. 34, 1926). 

Through experiments on patients, it was determined 
that the well-known diuretic effect of post-pituitary ex- 
tract remained absent, when the injection was given 
before the patients fell asleep. As explanation, the 
fact must serve that in sleep a general vasco-dilation 
exists, by which the vasoconstrictor effect of the ex- 
tract was neutralized. 


INSULIN FOR THIE SYMPTOMATIC TREAT- 
MENT OF ECLAMPSIA.—G. Miranda and G. 
Tesauro (Riforma med., 42:977, 1926). 

On the basis of their own observations and asser- 
tions in the medical literature, the authors assumed the 
appearance of acidosis, hyperglycemia and lactacidemia 
in eclampsia. This led them to treat eclampsia with 
insulin. They reported two cases, one of which was 
cured with insulin treatment. The injections of insulin 
led constantly to a permanent increase of the alkaline 
reserve with lowering and later disappearance of 
acidosis and lowering of lactacidemia. It never re- 
sulted in hypoglycemia. 

Insulin therapy has only a symptomatic significance 
and should not supplant evacuation of the uterus. 


ACTION OF DECIDUA TRANSPLANTATION 
ON THE MAMMARY GLANDS.—Madruzza (Ri- 
forma med., 42:111, 1926). 

Decidua were transplanted into rabbits and guinea- 
pigs, which either were pregnant or had just given 
birth to young. The author always obtained hyper- 
trophy of the mammae and secretion of milk, which 
persisted two months following the operative interfer- 
ence. Control experiments with placental villus re- 
sulted negatively. The histological examination 
brought forth that the secretory activity of the glandular 
portion of the mammae following the transplantation 
was in the duct. The author, therefore, considers the 
decidua as an organ with internal secretion. 

Discussion: Gentili (Pisa) recalls that he caused 
the mammary gland to function actively by means of 
the injection of an active lipoid of the placenta. 


DOES THE APPENDIX POSSESS AN IN- 
TERNAL SECRETORY FUNCTION ?—F. Moutier 
and R. Fouché (Presse méd., No. 34, 1926). 

The authors maintain that they have observed 
changes following appendectomy which could permit 
them to conclude that a disturbance of internal secre- 
tion was present. Thus, 5 times postoperatively, 
obesity; then, hypertrophy of the thyroid and finally 
chronic constipation. 

ON THE PLURIGLANDULAR GENESIS OF 
SEXUAL IMPULSE.—L. Quaranta (Riforma med., 
42 :616, 1926). 

The author mentions a case observed by him of 
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bilateral castration, in which an attack of tuberculosis 
(syphilis) in a man of 28 years, not only did not de- 
crease the sexual impulse, but even increased it. As 
the above mentioned patient became impotent at 55 
years, an adiposogenital symptom complex with gyne- 
comastia set in. Without the assistance of the other 
glands (adrenals, pituitary), the normal sexual activity 
in this case could not be explained. 


ON SEVERAL ORGAN TRANSPLANTATIONS. 
PRELIMINARY CONTRIBUTION.—L. A. Oliva 
(Riforma med., 42:111, 1926). 

Redner transplanted parts of placenta four times and 
complete ovaries nine times into bearers of inoperable 
cancer by means of preperitoneal and subaponeurotic 
methods. There resulted a decrease of pain and of 
foul smelling secretions; in four women, there was 
noted an unquestionable prolongation of life. 

Likewise, with ovarian transplantation did the 
author obtain favorable results in young girls with 
genital infantilism and dysovarianism, in which there 
resulted an improvement of menorrhagia and 
amenorrhea and, in dysmenorrhea, an increase in volume 
of the ovary. The author will next try placental and 
ovarian surgery and organotherapy at the suggestion of 
Bignami (Cremona) for prophylactic and preoperative 
purpose. 


THE EFFECT OF INSULIN WITH RESPECT 
TO DIURESIS.—A. Rossi and A. Sartorelli (Riforma 
med., 42:19, 1926). 

In the experiments, the authors studied the influence 
which insulin exerts on the secretion curve of the kid- 
ney, called forth by Volhard’s method. 

They came to the following conclusions: 

(1) That insulin, with regard to the secretory ac- 
tivity of the kidneys, has first an effect of oliguria, then 
polyuria. The latter phenomenon preponderates over 
the former. 

(2) That these effects probably originate in vaso- 
motor phenomena of opposite nature, which were pro- 
duced by insulin. 

(3) That the difference in vasomotor phenomena is 
presumably to be traced back to the different amounts 
of hormone which circulate at the beginning and in 
the further course of the experiment. 





NURSE IS INJURED WHEN HIT BY AUTO 
Miss Mona Smith taken to Mercy Hospital; was 
struck in safety zone. 





“How come you were born in Ireland?” 
“Well, you see, I wanted to be near my mother.” 
—Anapolis Log. 





CHICKEN SALAD 


Customer: “Have you any good pork today?” 

Butcher: “Good pork! Say, I’ve got some pork 
that will make better chicken salad than any lamb you 
can buy!”—Red Fez. 
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Original Articles 





A FORWARD LOOK INTO MEDICAL 
PRACTICE* 


F. O. Frepricxson, M. D. 
CHICAGO 


No man could have passed through the Presi- 
dency of the Illinois State Medical Society with- 
out having been impressed with the magnitude 
and diversity of organization work done by offi- 
cers and members with no thought of any other 
recognition or compensation than the knowledge 
and satisfaction of having done something con- 
structive in behalf of the medical profession. It 
is due to the devotion and ability of these men 
that the medical profession has resisted the in- 
roads of the rapidly growing system of institu- 
tional practice and it will be the devotion and 
ability of these same men that will guarantee 
the future of medical practice. So with pride 
and gratitude I stand before you in the position 
of honor to which you have called me, even 
though its duties could have been as acceptably 
filled by others and placed upon my shoulders 
the responsibilities that had been brilliantly 
cared for by my predecessors. My only hope is 
that I have, in at least a small measure, added 
something constructive for the future of the 
medical profession. 

I shall adhere to the usual custom of retiring 
presidents by limiting my address to some phase 
of medical organization, and shall attempt to 
look somewhat into the future of medicine. 
What the finality of medical practice will be is 
difficult to predict, if ever medical practice 
reaches that stage. Medical progress must con- 
tinue. Each age of progress will have its prob- 
lems just as does this present period. 

Little need be said as to scientific advance- 
ment in medicine when we consider the igno- 
rance of primitive medicine, a systera of fetish- 
ism and superstition. Then Hippocrates came, 
describing and classifying disease, followed by 
Galen with experimental physiology. We re- 
member the Romans and their achievements in 
sanitation. Following the decline and fall of 
Rome, filth and pestilence reigned—the worst 
of which was the Black Death. The years up 





*President’s address, Eightieth Annual Meeting Illinois State 
Medical Society, Joliet, February 20-22, 1930. 


F. O. FREDRICKSON 377 





to 1800 were indeed the dark ages of medicine. 
In this age the medical practitioner had to con- 
tend with soothsayers, fakirs, and quacks. Many 
experiments and anatomical studies had to be 
done in secret and in fear of the gallows. The 
practice of medicine suffered oppression and 
persecution. Frederick If issued an edict re- 
quiring an examination based on the books of 
Hippocrates and Galen as a requisite to the 
practice of medicine. Then followed a period of 
scientific medicine. During this period medi- 
cine progressed by leaps and bounds, engender- 
ing attendant problems far-reaching and affect- 
ing the medical profession as a whole rather than 
sporadically touching the individual doctor. 

As movements initiated in the past have led 
up to certain definite conditions in medical prac- 
tice, so also movements being initiated in the 
present will lead to certain definite conditions 
in future medical practice. If the medical pro- 
fession fails to institute measures to thwart tend- 
encies toward a vicious system of medical con- 
trol, and if these movements are permitted to 
continue, the results will be definitely inimical 
to the public and to medical science. Unless we 
as a united profession wake up to this fact, medi- 
cal practice in the United States will be feder- 
ally or industrially controlled as in Europe, both 
to the detriment of medical service and public 
welfare. 

Large insurance corporations examine their 
applicants before they are accepted. Later pol- 
icyholders are given free and periodic urinaly- 
ses. Recently these corporations offer policy- 
holders free periodical physical examinations by 
members of the profession. 

Another evil is contract practice in various 
industries, such as coal mines and factories. 
Doctors work faithfully for years at a compen- 
sation considered fairly good only to find some 
day a letter on their desks stating that their 
services are no longer needed unless they will 
accept a cut. Other physicians will fill their 
places at a lower figure. 

Another condition that has developed is the 
full-time professorship in medical schools where 
all fees for surgery, treatment, and consultation 
are turned over to the institution. Strange as 
it May seem, as soon as one man resigns from 
such a position, there are several others ready 
to take his place and willing to sell themselves 
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and their profession for a mess of pottage. It is 
much to the credit of certain prominent men of 
the profession that, honored by such offers, they 
have rejected these opportunities for the reason 
that such a policy would lead eventually to the 
control of medical practice by the state or some 
analogous body. The placing of the clinical 
teacher in the same position as other university 
teachers is, I believe, inconsistent with good 
clinical teaching. A clinical teacher must nec- 
essarily practice medicine in order to teach sat- 
isfactorily. Any patient who is able to pay for 
services should pay the individual doctor, who is 
after all responsible to the patient. May we see 
the day when the practice of medicine will be 
placed on the same basis as the practice of law. 
Institutions should not practice medicine. 

A new and dangerous force is making its in- 
fluence felt. Time was when men of wealth left 
millions for endowment of art, libraries, schools, 
orphanages, or homes of the aged. Somehow this 
style of philanthropy is no longer the mode. 
There is a type of promoter who very benevo- 
lently, and for a lucrative compensation, seeks 
out and advises a man to place his excess 
wealth to the best advantage by creating large 
foundations with the idea of providing adequate 
scientific medical attention commensurate with 
the patients’ ability to pay. Superficially this 
plan looks good. Analysis of what is being done 
in one hospital on that basis shows that the dif- 
ference in the cost of care in that hospital and 
other hospitals is so small as to be negligible. 

There is no doubt that the cost of sickness 
is high, but so is the cost of health! Fur coats, 
automobiles, radios and other healthy pleasures 
are being paid for daily. Nothing is laid aside 
for sickness. When it comes, the best is none 
too good, even though unnecessary, and though 
often the doctor is left unpaid. Illness is as 
much an element of mortal life as the natural 
desire for luxuries. 

Too often the result of philanthropies is as 
follows: A large hospital is built. Nothing is 
said about requesting the architect, the contrac- 
tors, or the builders to do their work gratis. 
Nothing is said about requesting the equipment 
houses to fully equip the hospital with all man- 
ner of appliances without getting some profit. 
When the hospital is completed, fully equipped 
and furnished, the help—nurses, office attend- 
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ants, and superintendents—all are paid. Yet at 
this stage the doctor is invited to step in and 
to care for the patients without any or with 
only a moderate fee. All this for the glory of 
philanthropists and their promoters. Let me 
say here that for every doctor who spurns such 
an offer ten more accept with alacrity. 

There seems to be a great determination on 
the part of various industrial organizations, in- 
surance corporations, and other quasi-philan- 
thropic organizations, to control the prevention 
and treatment of disease. It is more profitable 
for an industry to have healthy workers. Also 
it is more profitable to insurance companies that 
their policyholders are healthy and have a long 
life expectancy. 

Public movements initiated by large founda- 
tions are numerous. Organizers of these move- 
ments in a large percentage of cases are more 
interested in carrying out their ideas and plans 
to full fruition than they are in the welfare of 
the public, whether or not there is any need. 
Some of these plans are to create large institu- 
tions for the care of middle class patients with- 
out consideration of how the medical man shall 
be paid. They point with pride to some insti- 
tution’s successful operation. Especially one in- 
stitution that has laid up a large surplus. Suc- 
cessful? Yes, from a financial standpoint, but 
not from a scientific standpoint, nor from the 
standpoint of proper and efficient care. How 
does this “success” rate with the human ele- 
ment ? 

There is another factor that influences these 
movements. The rapid progress of scientific 
medicine has made its practice exceedingly in- 
tricate as compared with the past. Modern medi- 
cal science has brought about more and more 
the necessity for institutional care of patients 
because of availability of the numerous scien- 
tific necessities. This has led to diversities in 
type of practice by requiring experts in all lines. 
Just one more step and we will find institutions 
established and fully equipped with apparatus 
by lay people, managed by lay people, following 
which would be the engagement of doctors on a 
salary basis, with all fees going to the institu- 
tion. The doctor is often compelled to care 
without fees for patients, who come to the hos- 
pital as charity but really do not belong in this 
class. 
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Now, then, institutions are not qualified sci- 
entifically nor legally to practice medicine, even 
though they attempt to do so. Let me call your 
attention to what has recently been accomplished 
in Colorado. The District Court and Supreme 
Court ruled that a corporation cannot legally 
practice dentistry. It seems that the same rule 
should apply to the practice of medicine—steps 
should be taken to bring this about. The right 
to practice medicine is an individual right and 
is certified to after a long course of study and 
examination passed before a state board of ex- 
aminers. This makes the individual doctor and 
not the institution legally responsible to the pa- 
tient. Personal relations between the doctor and 
his patient cannot be guaranteed by the insbitu- 
tion. 

There must be, to a large extent, individual- 
ism in medical practice, responsibility of the 
doctor for his patient. He is the only one to 
humanly understand, encourage, and advise the 
patient. Yet it is all too true that in most in- 
stances in the scheme of various health agencies 
and foundations the doctor is left out of con- 
sideration. 

Incomes of medical men should be sufficient 
io enable them to take their place in society with 
confidence and self respect, and also to maintain 
the standards of living expected of them. 

All these movements that are now being ad- 
vanced, many of them already accomplished, 
must be looked wpon as the opening scene of 
state medicine and should be vigorously resisted. 

In the literature on this subject, all sorts of 
prophylactic measures have been and are being 
advanced. They are so numerous, so divergent 
and varying in purpose and plan as to be im- 
practical, or if practical, are not accepted by 
the profession because of the personality back 
of them. Many writers are so conservative as to 
almost invite the oncoming lay dictation of 
medicine. Other writers spend much time lurch- 
ing visionary invectives against those responsible 
for the trend of affairs medical, but do not bring 
forth one constructive idea. It is little wonder 
that chaos prevails in the matter of medical eco- 
nomics. 

Out of the maelstrom of ideas something vital 
and constructive must be evolved. 

Now as to the method of resistance. In the 
first place it will be necessary to lay down cer- 
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tain fundamental principles upon which to build 
a definite plan of action. 

1. There must be a firm conviction among 
medical men that medical practice and medical 
affairs must be controlled and directed by the 
medical profession for the public welfare. 

2. As quoted from René Descartes by Doc- 
tor Harry M. Hall, Wheeling, West Virginia, at 
a secretaries’ conference in Chicago in 1929: “If 
ever the human race is raised to its highest prac- 
ticable level intellectually, morally, and physi- 
cally, the science of medicine will perform that 
service.” 

3. Only through organized and unified effort 
and understanding and harmonious cooperation 
can the medical profession hope for a guarantee 
and preservation of their fundamental rights and 
freedom of legitimate activity. 

4. There must be a firm conviction in the 
mind of every medical’ man that the profession 
must be responsible for the future of medicine 
and that economics of medicine shall reach the 
same high standard as technical medicine. “The 
Lord helps those who help themselves.” 

5. The personal relationship between physi- 
cian and patient must be maintained in order 
to give the public the best there is in medicine.” 
Assuming that the foreging principles are in 
the main correct, which I believe they are, then 
we have some basis on which to establish pro- 
cedures not only to retard but to arrest the ad- 
vance of these colossal movements determined 
to throttle the altruistic activities of the medical 
profession, and to retard the progress of medical 
science, thereby endangering the health welfare 
of the public. 

Some men, accustomed to following the line of 
least resistance, would have us incline to the side 
of submission, stating this debacle is coming; 
we will have it, so why bother Such an atti- 
tude should be untenable from a standpoint of 
Americanism. How can we betray the trust our 
forefathers in medicine have placed in us? The 
forefathers who fought so dauntlessly filth, pes- 
tilence, prejudice, superstition, quackery, and 
chicanery. There were men in medieval times 
who faced even execution in behalf of the pub- 
lic health. ‘Submission would be reprehensible 
and degrading to the profession. It is not to be 
thought of. 

We might adopt the plan of conciliation were 








it not for the fact that to the aggressor belongs 
the concilitary attitude. We can only consider 
that these great movements are exceedingly and 
menacingly aggressive. Should the medical pro- 
fession adopt the above plan we might go 
smoothly along parallel lines, only temporarily 
delaying the final parting of the ways. Then 
there would result a clash from which it is doubt- 
ful the medical profession would come out the 
victor. It would be disconcerting to the pro- 
fession, and devastating to the public welfare 
and to individual health. 

How may the medical profession so conduct 
itself in its relation to all these magnitudinous 
organizations fostering their movements so as 
to maintain scientific honor and efficiency? Not 
by submission, not by conciliation, nor even by 
ruthlessness; but by cooperation, guidance, and 
education. 

We have gone a long way toward cooperation 
with and guidance of the various organized 
health movements and their activities, and with 
This procedure 














no small amount of success. 
should continue wherever the profession’s influ- 
ence can enter favorably into the activities of 
the various groups interested in public welfare. 
Above all, we should incline to the side of edu- 








cation. 
We have done much toward the education of 
the members of the medical profession in regard 
to the trend of medical affairs. Many in the 
profession are beginning to see that coming 
events in medical practice are casting their 
shadows before, and that the problems must be 
solved by the profession for the profession and 
the public. It cannot be expected that those 
interested in these health movements should 
have the future of the medical profession at 
heart unless it in some way profiteth them. 
Therefore, medical men should be kept con- 
stantly informed as to what is going on in the 
medical world. They should be encouraged to 
interest themselves in all phases of medical or- 
ganization and economics. That the extension 
of this type of education to prospective practi- 
tioners is beginning to show results in this state 
is evidenced by the deep interest shown by in- 
ternes in the various hospitals. This plan of 
education should be extended so as to include 
the entire country. 
Another phase of education which thus far 
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be inaugurated is the education of the lay pub- 
lic as to the dangers of institutional, corporate 
and governmental practice of medicine. The 
time is now ripe. Let us refer to a brilliant 
scholar and educator, Glenn Frank, a layman 
who in his address at the annual meeting of the 
American College of Surgeons warned the pro- 
fession of the danger of these movements not 
only to the medical profession but also to the 
public. He stated that all about us were numer- 
ous evidences of the medical profession losing 
control of medical affairs. He was firmly con- 
vinced that should this occur it would lead to a 
deplorable state of affairs and be a detriment 
to the progress of medicine. Let me refer you 
to the prediction of Frank D. Loomis, Secretary 
of the Chicago Community Trust, in his address 
before the recent joint meeting of the Illinois, 
Indiana and Wisconsin Hospital Association. He 
predicted hospitals would charge one fee to cover 
everything, including medical service, the hos- 
pital, the doctor. Some organized plan should 
be formulated to acquaint the lay public with 
this trend in medical affairs. How this could 
be done I do not know, but if it is given suffi- 
cient thought by the profession someone with 
the genius of Moses might lead the public out 
of darkness to light. 

The public should be informed as to what has 
occurred in Europe with their “Compulsory 
Health Insurance” and “Panel Systems” and 
what these system are responsible for bringing 
about. 

The public should be convincingly shown that 
institutional practice of medicine as well as state 
medicine would “1. stifle medical initiative and 
medical research, 2. retard medical progress, 
3. discourage the study of medicine by ambitious 
students, 4. encourage perfunctory, inferior, and 
inadequate service from indifferent doctors, 5. 
develop neurotics and malingerers, 6. take away 
the right of people to select their own doctors, 
7. and eventually lead to public dissatisfaction.” 

-In conclusion, let me emphasize the fact that 
no one, be it an individual or group of individ- 
uals, will be as interested in the progress of 
medicine or the welfare of the medical man and 
his patient as is the medical profession itself. 
Should this movement for institutional medicine 
or state medicine go on to its ultimate consum- 
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mation, the patients who enter these institu- 
tions will be known not by name, but my num- 
ber and regarded as so much human flesh. All 
personal and sympathetic contact between doctor 
and patient will be lost. The individuality of 
the doctor and patient will be completely 
crushed, and the spirit of the science of healing 
be lost. 

However, I have great hope that the medical 
man with his old-time indomitable perseverance, 
integrity, honor, and full belief in right will 
realize that the problem is his. And so he will 
bring it to pass that these movements will be 
guided by the medical profession and like quiet 
streams converge gradually until at the meeting 
of the waters the efforts of all concerned will be 
mingled in peaceful and mutual endeavor to suc- 
cor the needy sick, to encourage, resolutely, self 
respect among those of sufficient means by re- 
fusing any plan of pauperization, and to main- 
tain the dignity of the profession on the same 
high plane it has always enjoyed, freedom of 
legitimate activity among the profession, equal- 
ity of opportunity, and the recognition of the 
fundamental rights of the profession. 





BCONOMICS* 
Leroy Puitie Kun, M. D., F. A. 
CHICAGO 


It is with trepidation and no small estimate 
of responsibility that I assume the duties of 
President of this society for the ensuing year. 
1 have served as Vice-President and have been 
a member of the Board of Governors every year 
following the first since the organization. [ 
hope the honor you bestow upon me to continue 
serving and if possible carry on will not be 
misplaced; but rather, my aim will be to assist 
and lead the society on to greater efforts. I 
was a member of a committee to write the by- 
laws and constitution. Naturally the success 
ol the society is near and dear to me. Some of 
us have been specializing in traumatic surgery 
since 1911, about the time of the beginning of 
workmen’s compensation laws. Others have 
done industrial surgery in the large manufactur- 
ing plants for a longer period. During this time 
we have had many problems with our colleagues 


‘ «President's Address, Chicago Society Industrial Medicine 
ind Surgery. 
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as well as medical organizations. Not until our 
Industrial Surgical Society was perfected about 
1920 did we receive proper recognition. 

The subject of medical economics leads into 
diverse channels where one may easily digress, 
or suddenly be called into controversy with 
those who have time to be interested, but know 
nothing of the concrete facts. History portrays 
some startling knowledge of the high standards 
adopted by the primitive people, which the 19th 
and 20th centuries have not entirely followed. 

We learn from the Code of Hammurabi, 2250 
B. C., that the medical profession in Babylon 
had advanced far enough in public esteem to be 
rewarded with adequate fees, carefully prescribed 
by law. Thus ten shekels in silver was the 
statutory fee for treating a wound or opening 
an abscess with a bronze lancet, if the patient 
happened to be a gentleman. If he were a poor 
man or a servant, the fee was five shekels. If a 
physician set a broken bone for a man or cured 
his diseased bowels, the patient gave five shekels. 
If he be a freeman, he shall give three shekels. 
If he be a man’s slave, the owner of the slave 
shall give two shekels. Ten shekels at that time 
was about the yearly wage of an ordinary work- 
ing man. 

Prior to about 600 B. C., the early Grecian 


physicians received presents for their work, but 
the physician had something to say about the 


value of the present. The medical profession 
is found to be more highly specialized. as we 
approach the age of Pericles among the Ionian 
Greeks. General practitioners began toward the 
latter part of the period to receive stipulated 
fees for their services instead of the usual thank 
offerings of the temples, and, further, city and 
district (public) physicians were appointed at 
an annual salary which for the time given, was 
high. Regular dispensary attendants received 
from $300 to $400 a year at a time when this 
was four or five times as much as the yearly 
wage of the working man. Special fees of higher 
value are on record; thus, Cleombrotus received 
100 attic talents for the successful treatment of 
Antichus I. This would be equal to over $100,- 
000 in our money. Democedes at Athens was 
on a yearly salary as city physician of $2,000, 
a time when money was worth four or five times 
its present value. 
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In the classic period, 460 B. C. to 130 A. D., 
fees were regulated according to the wealth of 
the patient. The maximum seems to have been 
as high as $100 per visit wihle the minimum was 
a drachma—about 20 cents. Twenty cents at 
that time was the equivalent of eighty or ninety 
cents in our times. Many of the physicians re- 
ceived absolutely nothing for their services. 

Large fees are on record. Thus Galen (131- 
201 A. D.), for the successful treatment of the 
Consul Boethius’ wife, received the equivalent 
of $2,000 in our time. The wife was sick about 
one month. Many of our physicians made large 
sums, living in luxury. Two brothers, sons of 
Heraclitus of Cos, were physicians to Claudius 
and Nero. They drew salaries of 500,000 ses- 
terces ($25,000) but they assured the emperor 
that they took the position to please him since 
their town practice yielded 100,000 sesterces 
nore. They donated to many institutions and 
sublic funds and at their death left an estate of 
30,000 sestertii ($1,500,000). 

The elder Pliny tells us of two distinguished 
court physicians, Stertinii by name, whose pro- 
fessional income was established at nearly the 
equivalent of $25,000 a year. 

Gabriel Batischua, a favorite of Hanunal- 
Rashid, received about $1500 per annum “for 
bleeding and purging the commander of the 
Faithful,” besides a regular monthly salary of 
about $2500 and a new year’s purse of $6250. 
He estimated his total fortune in fees at $10,- 
000,000 and on being recalled from banishment 
to heal fll-Meinamun, he received $125,000, 
which Withington regards as the largest fee on 
record. 

Abu-Nasr, according to the same authority, 
received more than $50,000 for curing one of 
the Caliphs of a stone in the bladder. The 
Caliphs themselves were loyal supporters of sci- 
ence and were instrumental in founding hospi- 
tals, libraries and schools. 

A hospital was founded at Damascus as 
early as 707 A. D., one at Cairo 874 A. D., 
two in Bagdad, 918. The great Al-Masur hos- 
pital at Cairo 1283 A. D. was a huge quadran- 
gular structure with fountains playing in the 
four courtyards, separate wards for important 
diseases, wards for women and convalescents, 
lecture rooms, an extensive library, out patient 
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clinics, diet kitchens, an orphan asylum and a 
chapel. It employed male and female nurses, 
had an income of about $100,000 and disbursed 
a suitable sum to each convalescent on his de- 
parture, so that he might not have to go to work 
too soon after illness. The patients were nour- 
ished upon a rich and attractive diet, and the 
sleepless were provided with soft music or, as 
in the Arabian Nights, with accomplished tellers 
of tales. 

Hippocrates was a great student of medicine, 
lifting the profession out of empiricism and 
superstition, leading on to unbiased observation. 
The sick patient was persistently studied from a 
viewpoint of the morbid process. His doctrine 
of the four humors—blood, phlegm, yellow bile 
and black bile not properly mixing, the cause 
of all sickness might even today be given more 
thought. He passed on after a life of over 100 
years, leaving us many examples to emulate. 
Physicians in those medieval years could give 
excellent accounts of diseases, but did not find 
the actual etiology except to leave theories such 
as the humoral theory left by Hippocrates. 

About the middle of the last century Pasteur 
changed the perspective of medicine from Egyp- 
tian darkness by sending his famous paper on 
Lactic Acid Fermentation to the Lille Scientific 
Society. Later years found Pasteur working on 
the germ theory from which in the year 1881 
we find the distinguished Frenchman dividing 
honors with Virchow at a meeting of the In- 
ternational Congress. What Louis Pasteur was 
to medicine in the early years, Joseph Lister 
was to surgery. The struggles of both will go 
down to posterity among those of the greatest 
benefactors of humanity. 

Christian Fenger, John B. Murphy, Nicholas 
Senn, A, J. Ochsner, were all devoted, as were 
Pasteur, Harvey, Galen and Hippocrates to the 
scientific advancement of medicine and surgery 
as it had to do with disease. Little did the 
economics of medicine enter their field of think- 
ing. They did see to it, however, that when a 
patient could pay a good fee he was required 
to do so. 

I cannot agree with many writing on medical 
economics that we are facing a crisis today. 
Neither do I agree with those who state that 


laymen are trying to usurp our rightful duties 
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in managing our hospitals and other institutions 
for the sick. It is true that if you go into any 
large hospital today, you will find a lay board 
in control; but that is as it always has been. 
The average physician is no business man. His 
work consists of the treatment of the sick and 
the injured. The church, the state and laymen’s 
organizations control finance and build most of 
our hospitals. 

From a study of medical men of this country, 
we find that medicine alone has never produced 
a fortune. Few doctors ever become financially 
independent through the practice of medicine. 
The United States has prospered wonderfully 
during the past ten years. How many medical 
fortunes have been made in this time? 

Dr. Horace Dunn of Rockford advises that 
the average physician throughout the United 
States today does not have as large an income 
as the average owner of a plumber’s shop, in 
spite of long hours, responsibility and his invest- 
ment in an education. If those who are pro- 
claiming from the mountain tops the necessity 
of finding a way to reduce the high cost of doc- 
tors’ services will just remember that a plumber 
in the home costs as much money as a doctor 
for the sick child, I believe they will soon look 
for new fields to conquer in economics. 

Coming on down to the last fifteen years in 
the field of industrial medicine and surgery, 
we have medical men of national prominence, 
e. g., Drs. Moorehead, Schereschewsky, Magnu- 
son, Fisk, Wheeler, Harvey, Hopkins, Otto Geier, 
MacLeod, Mock, Hart Fisher, Cloyd, Cheney 
and many other traumatic surgeons who have 
heen in the field a long time. ‘These men were 
pioneers, but they had a vision of possibilities 
far beyond the present opportunity in this spe- 
cial work. 

Following the trail blazed by these noble trau- 
matic surgeons during the earlier years, we have 
the organization of the Chicago Society of In- 
dustrial Medicine and Surgery in 1920. Through 
its persistent efforts have come improved eco- 
nomic conditions among industrial surgeons, 
unison of thought, development of better trained 
doctors in this field, with more recognition and 
influence with our associates. One of the re- 


freshing rays of sunlight in our progress has 
been the organization of a traumatic section in 
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the American College of Surgeons. This brings 
to the door of the injured employe the best talent 
to be obtained instead of one not so skilled in 
traumatic surgery. 

It is necessary for us to be united. We can- 


not progress on a divided basis. We need as- 
sistance from our great men in medicine and 
surgery, as ours is not an easy path to follow at 
times. We need leveling up, not leveling down. 
This leveling process must go on until each trau- 
matic surgeon knows how to meet economic sit- 
uations without grinding the face of his com- 
petitor. By the combined efforts of this or- 
ganization, we are in a position to advance 
ideas in our field to the parent society, which 
cannot help but be constructive. 

I am not entirely reconciled to the fact that 
certain large hospitals are doing traumatic sur- 
gery. These institutions are actually competitors 
with doctors in the vicinity. They do not have 
any one on the staff assigned to superintend this 
work, but rather assign it to internes unless a 
serious case happens to enter the hospital, when, 
of course, the surgical chief is called. This 
twenty-four hour service practiced by the hos- 
pital makes it difficult for the industrial sur- 
geons in that neighborhood. 

Before workmen’s compensation laws, a lim- 
ited number of doctors were doing traumatic 
surgery. Since the enactment of these compen- 
sation acts all over the United States, there 
have developed, especially in manufacturing cen- 
ters, many traumatic specialists, with well 
equipped offices, who give the injured workman 
the best surgical attention. There has been a 
great demand for traumatic surgeons who were 
capable of understanding how three parties in- 
terested in the progress of the injured em- 
ployee were to be advised. 

The doctor who still believes only the one 
suffering from injury is to be considered can- 
not fit into the situation. Compensation laws 
place the responsibility on the employer to take 
care of his injured employee. The employer, 
not wishing to carry the entire load, shifts to 
an insurance carrier by paying a premium each 
year. Naturally the insurance carrier becomes 
one of the important three interested parties 
because the carrier has all the financial burden. 
Now when the injury is serious and permanent 











384 ILLINOIS MEDICAL JOURNAL 





disability is likely, the insurance carrier needs 
good surgical attention to the injured employee, 
and, of course, the patient profits by having the 
service of a trained traumatic surgeon rather 
than those of his family physician, who may be 
an expert obstetrician having little, if any, 
knowledge of fractures or infections. 

The doctor in general medicine or surgery or 
any of the specialties infers that the traumatic 
surgeon takes his patients at the time of injury. 
They forget that traumatic surgery is a spe- 
cialty the same as eye, ear, nervous diseases or 
obstetrics. We only treat the injured employee 
for the physical disability which arose out of 
That is 
all the traumatic surgeon is interested in, be- 


and in the course of his employment. 


cause the patient was referred to the doctor for 
injury sustained while in employment. As I 
have seen this problem over a period of seven- 
teen years, I am of the opinion it is on a fairly 
equal working basis. ‘Those of us who have 
specialized in traumatic surgery and one or two 
occupational diseases (plumbism and silica) 
have left entirely the field of medicine and all 
other specialties to those interested in them. | 
wish the reverse were true. Hardly a month 
goes by but what traumatic surgeons are asked 
to give over to the family physician some in- 
jured person whom we know at the time will 
not receive the special care he would receive 
by remaining where first assigned. 

Only a short time ago a severe third and 
fourth degree burn case came into the hospital 
assigned to my service. Immediate attention 
was given this seriously injured employee, spe- 
cial nurse and private room being provided by 
Nothing was left undone 
in the modern treatment of the severe burns. 1 


the insurance carrier. 


rendered an unfavorable prognosis to the em- 
ployer and family, as well as to the insurance 
That night the family physician ar- 
rived while I was making a late call at the hos- 


carrier. 


pital. Ignoring the doctor in charge and advis- 
ing the family the patient would certainly re- 
cover, this family physician called an ambulance 
and, against my admonitions not to remove the 
patient, removed him to another hospital where 
his own treatment was instigated. The patient 
Had the family physician 


treated a number of these severe burn eases, | 


died the next day. 


am sure he would have recognized the gravity 
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of the situation and suggested to the family 
that he would join in the treatment, but would 
not assume responsibility. 

Many patients are taken away from trau- 
matic surgeons by family physicians. Can the 
reverse be true? Then why and by what ethical 
principle does the family doctor conclude he 
should assume charge of a specialty not within 
his field? Moreover, many states have written 
in their compensation laws the necessity of trau- 
matic surgeons caring for injured employees. 
This is an economic situation brought about by 
legislatures because they fully realize the high 
cost to employer, insurance carriers and the ex- 
tent of permanent disability if the injured em- 
ployee does not have the best that can be given 
in the way of hospital and surgical attention. 
After all said and done, there is enough for us 
all to do without infringement. 

Accidents not coming under the provisions of 
the workmen’s compensation laws are known as 
public liability cases. Here the economic sit- 
uation as far as the doctor and hospital bills are 
concerned is deplorable. The same situation 
exists financially as before workmen’s compensa- 
tion in that there is no provision made for pay- 
ment of medical or hospital attention of the in- 
jured party until the settlement is made. If the 
patient demands a huge sum, the case goes into 
court for three or five years. The doctor may 
pass on into the other world and the injured 
party sojourn in Mexico. 

There is no reason for this obsolete method 
of doing business, unless it is for the purpose of 
the public liability carrier finding a way to save 
on the settlement of the case. We have automo- 
hile insurance policies to cover accidents. But we 
do not see to it bills are paid. Only about 40% 
of public conveyances carry liability insurance. 
The remaining 60% either run away from the 
accident or run away from the bill when pre- 
sented for payment. 

My experience with a large number of these 
cases (coming up through a small hospital) lo- 
cated in a thickly settled foreign district is that 
when we force the issue of paying bills, they 
are paid. The hospital that allows a public lia- 
bility accident case to remain after first aid 
treatment has been given, does so at its own risk. 
If insurance is carried by the one causing the 
accident or liable in any way, then the patient 














ing 
stat 
lial 
nu 
nis 
thr 

] 
aut 
hav 
case 
fun 
l a 
pul; 
car 
lice 
dri 
the 
recl 
chil 
abot 
OL 4 
aut 
the 
car 
depe 
pita 
man 
has 








, 1930 


nil y 
vould 


trau- 
n the 
thical 
le he 
ithin 
“itten 
trau- 
ryees, 
ut by 
high 
e@ eXx- 
| em- 
viven 
ition. 
or us 


ns of 
yw as 
> git- 
S are 
ation 
ensa- 
pay- 
e in- 
f the 
into 
may 
ured 


thod 
se of 
Save 
ym 0- 
t we 
10% 
ince. 

the 
pre- 


hese 
| lo- 
that 
they 
lia- 
aid 
risk. 
the 


ient 








June, 1930 





might remain, especially if it is agreed between 
the parties concerned that the doctor and hos- 
pital bills will be properly adjusted. Otherwise 
the patient should be referred to the County 
Hospital. Not many of these cases should ever 
get into a charitable institution, because the one 
causing the accident should take care of the 
expenses incurred until recovery. 

The Commission to study State and County 
Aid to general hospitals in New Jersey reports 
nineteen hospitals whose highway accident cases 
were studied in detail, showing 1781 patients 
with 22,440 hospital days. Of the total hospi- 
tal bill of $106,000, the hospitals have been able 
to collect only 56%—$46,850 remaining un- 
paid; and the majority of the hospitals report 
tat they do not expect to recover even a small 
portion of that amount. 

To meet the situation arising out of the grow- 
ing number of highway accident cases, several 
states have introduced compulsory automobile 
liability insurance features in their laws and a 
number of states have appointed legislative com- 
missions to find remedies for the situation 
through some form of compulsory insurance. 

I have never been an advocate of compulsory 
automobile insurance, but when you have, as | 
have had during the past five years, case after 
case seriously injured with neither party having 
funds available, then I think you will agree, as 
| am beginning to, with the Massachusetts com- 
pulsory automobile law, that everyone driving a 
car should register an insurance policy when the 
license is annually obtained. An automobile 
driven by one who is not entirely at peace with 
the world or by a boy 15 or 17 who is naturally 
reckless, in a thickly populated district, where 
children use the street for a playground, is 
about as dangerous as dynamite in the hands 
of the insane. Either keep this type away from 
automobiles by refusing them license, or compel 
them to carry heavy liability insurance on the 
car driven. ‘Then the injured do not have to 
depend on charity while under doctor and hos- 
pital treatment. Of course, the attorney de- 
manding huge sums for settlement in these cases 
has to be controlled else the whole good from 
the insurance liability is lost. Any court allow- 
ing settlement on these cases without seeing to 
it that a separate check is made for medical 
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attention given, does not fulfill the obligation of 
The money should not be given 
to the injured party or the attorney to settle 
medical bills, as neither can be trusted. Both 
parties always attempt to force down these bills 
until there is nothing left. If the medical or 
hospital accounts are disputed, they may be 
very easily adjusted by the court so that all 
bills can be paid at the time settlement is made. 

Medical testimony given before industrial 
commissions and in trial courts should be gov- 
erned by a better understanding with the attor- 
ney trying the case. 


proper justice. 


(Juite true we have physi- 
cians Who spend so much time testifying in our 
industrial commission they have little, if any, 
time left to practice medicine. It is marvelous 
the way some of the doctors can interpret x-ray 
films; also the magnificent display of testimony 
they can give about loss of function when asked 
to estimate the physical possibilities or describe 
the objective findings of an injured hand or 
foot. J am not so sure but what the plan of 
having an impartial doctor interpret medical 
testimony on every case submitted for arbitra- 
tion in our industrial commissions, and in higher 
courts, is the only way we can ever overcome 
some of the ludicrous testimony given which is 
not in line with actual scientific findings. 

A recent experience in the circuit court, where 
a judgment for $1375 was obtained on a bill of 
$2000, might serve as a good illustration. We 
found it necessary to show in the trial of this 
case that the professional services rendered could 
not be valued according to the size of the verdict 
obtained from the taxicab company or amount 
of money collected, but rather on account of 
the skill required to perform the several decom- 
pression operations, the experience and ability 
of the surgeon, the subsequent treatment. re- 
quired and what would be a fair and reasonable 
charge for such services. 

The trial of this case required most all of a 
First the jury was discharged because we 
attempted to show the patient had been allowed 
$50,000 by a court for injuries sustained when 
he was run down by a taxicab. A compromise 
settlement was made wherein the injured party 
received $27,500 cash from the taxicab com- 
pany. I had done two decompression operations 
upon this patient and treated him throughout 


week. 
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his illness to recovery over a period of three 
months. We were not allowed to show the finan- 
cial standing of the patient or the amount re- 
ceived in settlement with the taxicab company. 
After the testimony of four surgeons about the 
reasonable bill submitted and our case was com- 
pleted, the attorney for the defendant attempted 
to show that the fee was exorbitant and unjust. 
The case went to twelve men a little above the 
average in intelligence. Three of them argued 
that a fee of from $200 to $500 was sufficient, 
four that I should have the full amount of the 
bill. The remaining five were more or less un- 
decided. Finally a conclusion of $1,375.00 was 
reached by the jury. I was advised later that 
had the jury known the defendant in the case 
received $27,500 from the taxicab company, 
they would have allowed $2,000, because we had 
shown the bill was fair and reasonable. 
SUMMARY 

1. Ancient medical history shows that physi- 
cians in the early days were far better compen- 
sated for their services than is the present day 
practitioner. The great men of the last cen- 


tury who have done much for the scientific ad- 


vancement of medicine and surgery did little 
thinking regarding the economics of medicine. 

2. Regardless of much discussion about find- 
ing a way to reduce the high cost of doctors’ 
services, it is a fact that the average physician of 
today does not have as large an income as the 
average owner of a plumbing shop, irrespective 
of long hours and investment in medical educa- 
tion. 

3. Since the organization of the Chicago So- 
ciety of Industrial Medicine and Surgery, trau- 
matic surgeons have received more recognition 
and economic conditions have improved. 

4, Some provision should be made in public 
liability cases, which do not come under work- 
men’s compensation laws, for payment of hospi- 
tal and doctor bills of the injured immediately, 
without having to wait for settlement of the 
case, which may take from three to five years, if 
it goes into court. 

5. Medical testimony given before industrial 
commissions and in trial courts should be heard 
by an impartial physician who knows how to in- 
terpret the findings to the court. 


DISCUSSION 
Dr. Edward H. Ochsner: The address by Dr. 
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Kuhn, the President of the Industrial Society of 
Physicians and Surgeons, to which we have listened 
seems to me to be very timely. I do not know of 
any subject in medicine that is more vital to the 
medical profession or to the country at large than 
the problem of medical economics. 

I was particularly interested in the first part of 
the paper. I have always felt very grateful to have 
lived in this age and generation until after listening 
to what our forefathers in medicine received in 
fees. Now, I am not so sure of my good fortune. 
When Dr. Kuhn mentioned a fee of $50,000 I 
pinched myself to see whether I was awake or 
having a pleasant dream, and when he mentioned 
$125,000 I pinched myself twice. If some of our 
philanthropically disposed financiers should feel in- 
clined to emulate that practice I would suggest that 
they begin with fees of from $5,000 to $10,000. I 
am confident that if any American physician or 
surgeon were tendered a fee of $125,000, he would 
probably die from heart failure. 

Dr. Kuhn has covered many subjects, as is proper 
in a presidential address, but I am going to devote 
my time to just one subject and I am going to 
approach it as I would approach the problem of a 
patient coming to me for an examination for the 
first time. I would first consider the etiology, then 
the symptoms and then I would try to make a 
diagnosis. Next I would try to outline the treat- 
ment and finally I would try, at least in my own 
mind, to figure out the prognosis. 

I think the etiology of this problem is very plain. 
It is misunderstanding, human cussedness and 
human selfishness. Dr. Kuhn has mentioned the 
old theory of disease of Hippocrates — blood, 
phlegm, yellow bile and black bile. The particular 
condition I am going to discuss sometimes gene- 
rates much bile and other times spleen, and I have 
heard of occasions where it also brought blood. 

The diagnosis is easy. It is recurrent, repeated 
controversies between the non-industrial surgeon 
on the one side and the industrial surgeon and the 
insurance carrier on the other side with the patient 
usually the goat. Dr. Kuhn has called attention 
to a number of cases where the non-industrial sur- 
geon was seriously at fault. We all make mistakes. 
My observation has been that in these recurrent 
controversies the industrial surgeons and the non- 
industrial surgeons taken as a whole are probably 
about equally at fault. The insurance carrier is 
very often to blame—in fact, more often to blame 
than any others concerned for any trouble or fric- 
tion that may arise. The employer usually is not 
much to blame because he is more or less of an 
outside party. The patient himself sometimes starts 
the trouble. * 

I am going to give a few illustrations where the 
Insurance Company was seriously at fault, and I 
am going to suggest some remedies which I be- 
lieve would prevent most of the misunderstanding 
and friction. Some ten years ago a young man 
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came to me with two of the extensor tendons of 
his fingers severed opposite the carpus. He gave 
the history that he had been sent to the insurance 
doctor immediately after the injury and that the 
latter had spent at least half an hour probing 
around trying to find the tendons by poking the 
tissue forceps down in the direction distal to the 
skin lesion. Anyone with any sense at all, even a 
junior student, knows or ought to know that when 
a tendon is cut it is the proximal end that retracts 
and not the distal end. The doctor spent at least 
half an hour without either a local or general 
anesthetic trying to find the cut tendon distal to 
the wound. The patient now became dissatisfied 
with the treatment and came to me. I gave him 
a general anesthetic, sutured the tendons and in 
spite of the previous irritation secured prompt heal- 
ing of the severed tendons in a very short time. I 
made a charge of $50.00. I sent the bill to the 
patient who presented it to the insurance company 
for payment. The representative of the insurance 
company said some very unkind and uncalled for 
things about me. Of course he had.the law on 
his side but I had the right on my side. I em- 
ployed an attorney who went before the Industrial 
Commission and shamed the insurance company 
into paying the bill. Instead of making derogatory 
remarks that insurance company should have been 
decent and sent me a nice letter thanking me for 
taking care of the patient so efficiently and sending 
him such a reasonable bill and enclosed a check 
for the amount in full. 

As I said before the cure of a disease is very sim- 
ple. The only question is whether the patient will 
take the medicine or not and the medicine is noth- 
ing other than the Golden Rule. If the non-indus- 
trial surgeon, the industrial surgeon and the insur- 
ance carrier would practice the Golden Rule these 
difficulties would be eliminated. I hope you all 
know the Golden Rule—“Do Unto Others as You 
Would Have Others Do Unto You.” Or if you 
prefer the rule laid down by the great Hebrew 
scholar, Hillel—“Do not Unto Thy Neighbor that 
which is Hateful Unto Thee,” the result would be 
the same. 

My observation has been that the majority of 
industrial insurance companies are decent, honor- 
able and do the right thing, but here we encounter 
exactly the same difficulty that we have to deal 
with in the practice of medicine. There are a few 
unscrupulous men in the practice of medicine just 
as there are a few crooked industrial insurance 
companies and they are the ones that are making 
most of the trouble for you and for me and other 
insurance companies because they under bid the 
decent insurance companies and resort to all sorts 
of trickery and try constantly to do the employers 
and the medical men as well as the injured em- 
ployee. My solution of the problem is the follow- 
ing—Employers should refuse to insure in these 
cheap insurance companies. The insurance com- 
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panies that under bid their reliable, reputable, de- 
cent competitors, the insurance companies that 
think only of their profits, do the injured employee 
whenever they can find a legal loophole, and hire 
incompetent medical men to do the work. The 
reputable industrial insurance companies should do 
all in their power to help the employers and the 
medical profession to eliminate unfair insurance 
companies. If this can not be done the State In- 
surance Department should cancel the charter of 
unfair insurance companies. 

If an injured employee is in the care of his own 
family physician who is thoroughly competent and 
who renders reasonable bills, the insurance com- 
pany should not insist on the case being turned 
over to their own surgeon against the patient’s 
wishes. I have never been an industrial surgeon 
under contract but a number of high class insur- 
ance companies have left their patients in my care 
if the patient came to me in the first instance and 
insisted on having me as their surgeon. I have 
always sent such insurance companies reasonable 
bills such as I would have sent to the patient had 
he been a non-industrial case and received my fee 
promptly. It is usually only the “cheap-skate” in- 
surance companies who employ cheap unscrupulous 
doctors and still cheaper lawyers with whom I 
have had any trouble at all. Industrial surgeons 
should refuse to serve those insurance companies 
that will not play the game fair with all concerned. 
On the other hand non-industrial surgeons -should 
cooperate with industrial surgeons in every way 
when the industrial surgeon is doing the right thing 
by the injured employee even though that employee 
and his family may have been regular patients of 
the non-industrial surgeon. Unless the unscrup- 
ulous insurance companies can somehow be put out 
of business, I am firmly convinced that the law 
will be changed so that the employee can employ 
his own physicians. If one hundred non-industrial 
surgeons of the state of Illinois would combine 
with laboring interests of this state and would go 
before the next legislature and report one hundred 
cases such as the two I reported above, I am sure 
the law would be changed at the next session. It 
behooves both sides to play the game fair or some- 
body is going to get hurt. 

History always repeats itself. For many years 
quite a number of the railway systems were run by 
Wall street for the benefit of Wall street instead 
of by railway men for the benefit of the general 
public. As a result forty-eight states and the fed- 
eral government each created railroad commissions 
and the roads have had a hard time of it ever since. 
All of this trouble they could have avoided if they 
had played the game fair when they had their 
chance. And the same thing will surely happen 
with the industrial insurance companies of this 
country unless they play the game as nearly fair 
as it can be played. If industrial surgery is to be 
directed by insurance companies for the benefit of 
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insurance companies instead of by medical men for 
the benefit of the public, the public will surely 
suffer and sooner or later the insurance companies 
will come to grief just as the railways did. 

As I said at the outset of my remarks economics 
is one of the biggest problems in medicine today. 
Unless the average medical man receives reasonable 
recompense for his services medical progress will 
stop and the medical services rendered to the public 
will gradually deteriorate. It is your business and 
my business to do everything in our power to pre- 
vent such a calamity from befalling the American 
people. 

Dr. William C. Nordholz: You have all heard 
Dr. Kuhn’s paper and I do not believe there is any 
room for discussion. Dr. Ochsner touched on a 
subject that comes pretty close to the men in in- 
dustry. He, being a surgeon in general practice, 
refers to some cases in which a few insurance com- 
panies have played unfair. We all know what the 
man in general surgery has to contend with, for 
we in industrial surgery are affected far more than 
Dr. Ochsner knows. We have three or four un- 
scrupulous insurance companies in this city. Un- 
fortunately one of them is rather a big institution. 
But how to overcome this obstacle is just what we 
would like to know. 

Dr. Kuhn mentions the training that is required 
as a traumatic or industrial surgeon. Unfortunately 
those in general practice of medicine do not want 
to admit such a thing. They feel that every man 
who has received a degree of Doctor of Medicine 
is competent to take care of injuries, infections, 
fractures and what-not. If Dr. Ochsner could see 
what some of us have to contend with who have 
been in industry as long as many of us have, some 
of the work that is done by the general practitioner 
and compare it with the results that have been ac- 


complished by the industrial surgeon, he would 


start to realize that industrial medicine and surgery 
is a definite specialty. 


Now with reference to his tendon case, that such 
an instance took place is no doubt true, but I 
believe that we in industry, could show Dr. Ochs- 
ner many cases where the position is reversed. I 
mean the great number of cases where men in gen- 
eral practice have either overlooked severed ten- 
dons, fractures and what-not and have taken a posi- 
tive position and refused to even admit where they 
were wrong. Now let me give you a concrete 
example. A young chap was sent to me who had 
been thrown from a motorcycle, receiving a defi- 
nite comminuted fracture of the scapula; it was not 
easily determined by one anterior, posterior view 
of the radiograph, five to six different views as 
well as a stereo being necessary before the definite 
pathology was discovered. The fracture was re- 
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duced and the parts were immobilized and lo and 
behold two days later his mother took him to their 
family physician, who in turn took him to one of 
those $2.00 x-ray laboratories which procured one 
anterior-posterior view and the family physician re- 
ceived a negative report. Without consulting me 
the supports were removed and the patient was 
instructed to use his arm. One week elapsed before 
we were able to get this chap back to the office 
and you can imagine the job on hand to convince 
this boy that he did have a fracture (for he had 
been informed by his family physician that there 
was no fracture). You can imagine the difficulty 
I had in making a second reduction. Both the doc- 
tor and the laboratory were communicated with 
and informed of my findings and they were cour- 
teous enough to say that they were sorry. 

Dr. Kuhn: and others who have held official posi- 
tions in insurance companies could no doubt relate 
many such instances to you, so again I repeat that 
industrial medicine and surgery is a definite spe- 
cialty. 

Dr. Ochsner referred to the fact that it would 
not take many such cases as he related and show 
them to organized labor to get organized labor’s 
support in having the Workmen’s Compensation 
Act amended, so as to permit the man to choose 
his own doctor at the company’s expense. 

I recall the like efforts some years ago made by 
the contract practice committee, in which they 
stated (why does the doctor hold the bag). 

An amendment to the Workmen’s Compensation 
Act, eliminating the closing clause. 

The employee may select his own physician at his 
own expense, is the remedy. 

Last week we asked each member to make the 
acquaintance of the State Senator and State Repre- 
sentatives in their districts. This week we urge 
this as one of the best and most successfyl methods 
of securing legislative relief. Don’t wait for your 
neighbor to go. Do it yourself. 

I replied to this propaganda somewhat as follows: 

ConTRACT PrRAcTICE COMMITTEE 
Thomas P. Foley 
Chairman 
C.. A. Barle C. Gordon Burdick 

As an industrial surgeon I read this with inter- 
est. The Contract Practice Committee, apparently 
in as far as I know, an authorized Committee of 
Chicago Medical Society, advocates a change in the 
workmen’s compensation act, wherein an employee 
may contract a debt against his employer, the em- 
ployer having no voice in the matter. On ponder- 
ing over this I wondered how far those men would 
get in the business world if they permitted their 
employees to contract debts against them without 
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their knowledge or consent. It rather worried me, 
for if they advocated such business methods, would 
they not be apt to handle the business of the Chi- 
cago Medical Society in the same lax way, when to 
my relief I find that the Chicago Medical Society 
does do business in a business-like way, for attached 
to my bill for 1925 I find a notice which states as 
follows: 

If sued or threatened with malpractice suit mail this 
slip to Dr. C. B. King, 4100 Madison St., Chairman 
Medico-Legal Committee, State Society. We pay no 
bills except those contracted by the committee. Do 
not employ attorneys. 

For fear that I might have misinterpreted this 
notice, I communicated with Dr. King and he in- 
formed me that this notice meant just what it read, 
there would be no bills paid with the exception of 
those contracted by the Committee. 

Are not we (Chicago Medical Society) rather 
inconsistent when we advocate a change in the law 
which would call for loose business methods for all 
employers operating under the Compensation Act 
and adhering to strict business methods in con- 
ducting our own business. 

Is a member of the Chicago Medical Society less 
qualified to contract a debt in the name of the Chi- 
cago Medical Society than an employee working 
under the Compensation Act is to contract a debt 
in the name of his employer. 

You may publish this letter in the BULLETIN if you 
desire to see a little fair play. 

I have at no time received any answer from my 
letter, either to the Chicago Medical Society or the 
Contract Practice Committee and Dr. Ochsner’s 
reference to this subject is the first that I have 
heard in the past four years. 

I do not believe that this question between the 
Industrial Surgeon and the General Practitioner is 
such that it cannot be ironed out and I believe that 
a small Committee of each of the Chicago Medical 
Society and Industrial Society could take up these 
various items and clear the air for both sides. 

Dr. Leroy P. Kuhn (in closing): I have nothing 
further to say except to thank the gentlemen for 
the interest they have taken in the paper. I believe 
Dr. Ochsner has shown us a way out in regard to 
some of these difficulties. It is very simple. It is 
just a square deal. That is about the sum and sub- 
stance of the whole matter. 

An important point that has come to us from 
the discussion this evening is that there are a few 
unscrupulous insurance companies which control 
many of these compensation cases. Until the medi- 
cal officers associated with these unscrupulous in- 
surance companies are of a different type, the quar- 
rel will continue. I think the whole compensation 
problem is worthy of physicians’ careful considera- 
tion. 
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The attempt to establish the administrative 
control of communicable disease is almost as old 
as the history of medicine itself. It was early 
recognized that certain diseases were more prev- 
alent when opportunity existed for contact be- 
tween the sick and the well. Moses describes 
quite accurately the appearance of ulcers which 
are infectious and describes their appearance 
when they have become non-infectious. Whether 
the disease so described is leprosy or syphilis 
makes little difference; that keen-sighted states- 
man recognized the infectious from the non-in- 
fectious stages of the disease in a way that in- 
sured protection for those under his charge. 

Among the early attempts to protect the public 
against the spread of contagion were laws al- 
lowing lepers to be upon the public highways, 
provided they carried a bell which they rang 
continuously and with the approach of any per- 
son they would call out, “Unclean! Unclean !” 
This early recognition of the transmissability of 
disease, and of the importance of contact as a 
means of spread, leads us to believe that early 
investigators had a keen insight into these sub- 
jects. 

Early Venetian port and medical authorities 
noted the fact that when boats from other ports 
visited their city, bringing cases of certain dis- 
eases, the disease immediately occurred among 
their inhabitants. This led to the inspection of 
passengers arriving by boat, a practice that is 
now established in every port of the world. It 
was also found in this early recognition of port 
quarantine, in the event that a case of commu- 
nicable disease came to their port, if the passen- 
gers were held in harbor for forty days before 
disembarking the disease did not spread in the 
city. This is sound practice, although in most 
of the acute contagious diseases this period is 
entirely too long. Modern quarantine practice 
under similar circumstances holds people for the 
period of incubation of the disease. 

Quarantine. The establishment of quarantine, 
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therefore, for the purpose of segregating the sick 
from the well, is one of the oldest administrative 
public health methods in use. In so far as it 
breaks contact between the sick and the well, it 
accomplishes its purpose. However, every expe- 
rienced health officer and physician realizes that 
in modern practice the actual segregation of the 
sick from the well is only a theoretical possibil- 
ity. Sick people require the attention of nurses, 
housekeepers and physicians and these services 
must be rendered by people who come in contact 
more or less with persons outside the limits of 
the quarantine. The quarantine must, therefore, 
be looked upon as a sieve and not asa dam. The 
theoretical line that defines the limit of the quar- 
antine merely establishes the area beyond which 
the infectious material must not be allowed to 
be carried. All persons having had contact with 
the patient must be freed of the possibility of 
carrying any infection beyond the boundary of 
the quarantine area. As our knowledge of this 
subject increases we are pleased to note that we 
are more and more successful in accomplishing 
this desirable end by means of modern ingenuity 
that makes the quarantine less irksome. 

With increasing knowledge, the period of in- 
fectiousness of the patient has been more accu- 
rately determined and the irksomeness of the 
quarantine restrictions have been lessened. All 
modern health officials are very much in favor 
of reducing the irksomeness just as rapidly as 
available facts give them assurance that it can 
be done without jeopardy to the well people of 
the community. 

When thinking of the rights of the person in 
quarantine, we must not overlook the fact that 
well people of the community also have certain 
rights which must be respected. It is quite easy 
to be overly sympathetic with the person who is 
so unfortunate as to be in quarantine and to 
neglect the rights of those good citizens of our 
communities who are well and wish to remain 
well. The greatest shortcoming of quarantine as 
a means of prevention of the spread of contagion 
is, in most instances, the tardiness with which 
it is applied. It is a well established rule that 
all contagious diseases are contagious from the 
appearance of their first symptom. How often 
do we see diphtheria masquerading for several 
days as a sore throat, and smallpox similarly 
masquerading as “a rash after the flu.” 
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Just recently I visited a village in which there 
were 30 cases of very mild smallpox. The physi- 
cian who had seen most of these cases explained 
that “it was the most peculiar outbreak of in- 
fluenza” he had ever seen. He said that almost 
all cases “broke out in a rash after the influ- 
enza.” If quarantine could be established as soon 
as the first symptom of scarlet fever or smallpox 
or diphtheria appears, no doubt it would be much 
more effective than it is in preventing diseases. 
As long as sore throats are as common as they 
are. in this section of the country, parents refuse 
to become excited until something about the sore 
throat calls attention to an unusual character. 
Frequently three or four days elapse, and in this 
time the mischief is done. Quarantine, no matter 
how rigidly enforced, established three or four 
days after the onset of the disease, will never be 
very effective in controlling the disease. Prin- 
cipally on this account the immunization of 
school children and preschool children is so highly 
important in the eradication of these diseases. 
In placing our confidence in quarantine as a 
means of elimination of diphtheria, scarlet fever, 
or of smallpox, we are indeed leaning on a slen- 
der reed and exhibiting a childish confidence in 
an administrative measure that will never ac- 
complish our purpose. If we are to “make diph- 
theria ancient history,” as we have declared we 
will do in Michigan, it will come about by im- 
munization and not by increasing the severity of 
the terms of quarantine. In some sections of the 
country the quarantine regulations are far too 
drastic and severe. They have been made so by 
the health authorities who feel that quarantine 
is an administrative measure that will accom- 
plish desirable ends. 

My own feeling in the matter is that quaran- 
tine regulations diligently carried out can be 
made much less drastic than is common in most 
states and cities at the present time. The health 
officer must cease making quarantine restrictions 
more and more severe, if he expects to control 
disease, and unite with the physicians who are 
practicing medicine in a campaign to prevent 
these diseases by immunization. 

Immunization. We feel in the State of Mich- 
igan that the only good use that a case of small- 
pox can possibly be to us is to make it possible 
to add another hundred or two hundred to the 
list of our people who are immunized by vaccina- 
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tion. One of the ways we determine the efficiency 
of local health officers is to rate them on the 
basis of the number of vaccinations accomplished 
for each case of smallpox reported in their juris- 
diction. Truly the efficient health officer will 
utilize each case as a center of vaccination, ex- 
tending this important work as far toward the 
periphery as possible. And the degree of his 
influence on the public health of his community 
will be measured directly by the length of the 
radius he thus establishes. 

We have not proceeded as far in our scarlet 
fever immunization campaign as in the smallpox 
and the diphtheria campaigns; however, I am 
pleased to report that in the past three years, 
thirty thousand Michigan people have been im- 
munized with our scarlet fever streptococcus 
toxin. This work has been done by fifteen hun- 
dred physicians practicing in our state. All chil- 
dren are immunized as they arrive at any of the 
state child caring institutions, and happily these 
acute contagious diseases have indeed become 
ancient history among these wards of the state. 
This same desirable end will be accomplished in 
the general population of the state when physi- 
cians, health officers and parents cease their im- 
plicit confidence in quarantine as a method of 
prevention of spread of these contagious diseases, 
and realize that there is a responsibility that 
each individual owes to himself: immunization. 

The Physician’s Part. In the State of Michi- 
gan we consider that immunization is clinical 
work and should be done by the physicians who 
are practicing medicine for their livelihood. The 
Michigan Department of Health furnishes the 
propaganda, the educational material, the biolog- 
ical material, the services of lecturers and organ- 
izers, but no clinical service. This public health 
work must be performed by the medical profes- 
sion as a part of its regular service to patients. 
This has several obvious advantages: To send 
physicians from the outside to do any new phase 
of work in a community is bound to carry the 
impression to the lay mind that this particular 
piece of work could not be done by members of 
the local medical profession. This is a wrong 
impression. It is true that many physicians have 
not drilled themselves in the use of the Schick 
test, Dick test, or the newer biological procedures, 
but is it not the responsibility of a state health 
department worthy of the name to see to it that 
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there are one or more physicians in every com- 
munity capable of carrying on such work? An- 
other serious shortcoming in the method of state 
immunization is that it denies the local physi- 
cian the opportunity to gain experience and 
knowledge in preventive medicine. This work 
should be an increasingly large proportion of his 
practice as time goes on. If the program of the 
state department of health takes this experience 
away from instead of giving it to him, how is 
this experience ever to be gained? 

Closing of School. The closing of schools in 
times of epidemics has, since my earliest recol- 
lection, been a classical procedure. The first 
thought that occurred to the ancient health offi- 
cer of previous and present time when an epi- 
demic was impending, was to close the schools. 

Recently a city health officer assumed the au- 
thority to close the school when an investigation 
revealed the fact that there was not a single case 
of the disease which was agitating him among 
the school children. In a recent outbreak of 
meningitis, severe pressure was brought on the 
mayor and the board of education to close the 
schools, although in 21 schools no school had 
more than one case of the disease. Such pro- 
ceedings illustrate how readily the mind turns 
from the sound and scientific to the dramatic 
and spectacular. Closing the schools will cer- 
tainly not prevent the spread of a disease that 
did not exist in the schools. This practice is so 
ingrained in the minds of some health officers 
and of many school boards that it is with diffi- 
culty we can restrain them at times. 

The modern policy is more like the old custom 
of putting all the eggs in one basket and then 
watching the basket. Certainly our school laws 
require persons to attend school during the age 
at which they are most susceptible to contagious 
diseases. It is also true that our school laws re- 
quire attendance at school during the months 
when contagion is most prevalent. It is also true 
that there is no place in the community where 
contact is more intimate among more people 
than in the schools. Therefore, the set-up is al- 
most perfect for the spread of contagion. There- 
fore, in a situation such as this, so fraught with 
the means of the spread of communicable disease, 
the medical supervision must be sound, scientific 
and effective. 

It will amuse you when I tell you how slowly 
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my own mind worked in this direction. In my 
early years in this line of work, I felt that the 
thing that was most needed for the control of 
communicable disease was a vigorous application 
of the administrative policies then in force. 
Among the others was the closing of schools in 
times of epidemic. One of my early assignments 
was the control of an outbreak of measles in a 
fairly large school. The school had been closed. 
Those among you who have attempted to control 
measles appreciate fully that the patients are in- 
fectious for at least two or three days before the 
onset of the rash. Consequently, if we are identi- 
fying the cases only after the rash has occurred, 
the patient has been spreading infectious material 
for two or three days prior to an attempt at 
administrative control. This means that an epi- 
demic never will be controlled unless we find our 
cases two or three days before the rash, and seg- 
regate them from the public at that time. For 
the purpose of early detection of the case, I re- 
leased all the medical members of my staff from 
other work and set them definitely at work on 
curbing this epidemic. We were to visit each of 
these children in their homes and identify the 
early symptoms of measles before the rash had 
occurred. At the end of the first day we had 
visited about one-third of the children attending 
school. It was then suggested that instead of 
our going to the children, they might better come 
to us. It was proposed that we establish a tem- 
porary meeting place where the children could 
come to be examined rapidly and with less travel 
than was involved by house calls. One of the 
places established for such an examination was 
the basement of the school building that had 
been closed because of this outbreak. In this 
manner the second day’s work went off much 
better. However, we heard complaints about the 
noise and commotion made by the children at 
the other centers, so we decided to do all the 
work at the school where no such inconvenience 
would be caused. Those of us on the medical 
staff were not interested in the discipline of the 
place and, of course, the youngsters ran wild. 
In order to maintain some semblance of discip- 
line, the principal of the school suggested that 
the teachers return and assist in the matter. 
When the teachers arrived, having real class room 
minds, they suggested that the children go to 
their regular rooms and sit in their own seats 
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until the medical staff could examine them and 
turn them loose. Of course there was a big hub- 
bub in the school building, and in order to keep 
the children occupied, the next step was short— 
they were asked to take out their books and the 
teachers assigned lessons. We had started out on 
the method of the school dismissed with the 
hope that it would stop the epidemic, but as we 
increased the accuracy and effectiveness of the 
administrative measures to control the disease, 
we unconsciously, step by step, brought the situa- 
tion back to the holding of school in the normal 
way. 

Since that time, this practice has been ac- 
cepted by most well organized state and city 
health departments. Occasionally, however, we 
find some school board or mayor who persistently 
clings to the past and insists on doing the spec- 
tacular and dramatic thing by closing the schools 
in a vain hope that in so doing the epidemic will 
be stopped. Fortunately such ideas are rapidly 
disappearing and modern methods of administra- 
tive control are coming into vogue. We now feel 
that prompt, accurate, intensive, physical inspec- 
tion of school children by physicians trained in 
this work will be much more effective in prevent- 
ing the spread of the disease among them, than 
any other thing. No administrative procedure 
exceeds the effectiveness of trained medical per- 
sonnel in this work. Consequently the physician 
is becoming a more and more important factor 
in school health work. 

Reports. The reporting of the occurrence of 
communicable disease to the local health authori- 
ties is almost wholly the responsibility of the 
practicing physician. A local health department 
is just as helpless in fighting an epidemic as a 
fire department would be if the place where the 
fire existed was not reported to the fire chief. 

In certain of the acute contagious diseases, 
the death rate and the complication rate are so 
low that parents are not much impressed with the 
significance of the disease and, if the case is mild, 
frequently do not call a physician. In this group 
we find mumps, chickenpox and German measles. 
Because of the low death rate and complication 
rate as well as the lethargy on the part of the 
parents in calling medical advice, certain health 
officers are not requiring these diseases to be re- 
ported. The point they make is that physicians 
see them so seldom that reports cannot be any- 
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thing but very incomplete. More general opinion 
is, however, that by requiring this practice, suffi- 
cient information will be gained to justify the 
means. Frequent outbreaks of smallpox begin in 
such a mild form that friends and neighbors 
furnish a diagnosis of chickenpox. In certain 
communities cases of measles are known to have 
masqueraded as German measles. While German 
measles is usually a very mild infection, having 
no death rate or complication rate, measles itself 
is a serious, killing disease. Among acute con- 
tagious diseases it rates second place, diphtheria 
being the only disease that causes greater devas- 
tation. Now that toxin-antitoxin has become so 
popular and is coming into such widespread use 
in many communities, measles is causing more 
sickness and death than diphtheria in these com- 
munities. 

Some physicians raise the query as to why 
measles and whooping cough are required to be 
reported and cite as the basis of their query that 
no quarantine is established for either of these 
diseases. I have just spoken of the tardiness of 
the application of quarantine as an administra- 
tive measure, as being its weakest point in an 
attempt to control the acute contagious diseases. 
Recent research has demonstrated that in meas- 
les the infectious period is over within one week 
after the onset of the rash, and in whooping 
cough within two weeks after the onset of the 
characteristic cough. Inasmuch as the most 
highly infectious period of both diseases is prior 
to the onset of the characteristic symptoms, ex- 
cept in epidemics these cases are very seldom 
diagnosed prior to the rash or the characteristic 
cough. Quarantine under such circumstances 
would be quite futile in the control of the cases 
and would avail nothing except added expense 
and inconvenience to the parents. It may sur- 
prise some physicians to realize that modern 
public health authorities take into consideration 
such matters as the expense to the parents and 
the cooperation of the householder, in outlining 
administrative procedures in public health mat- 
ters. The modern public health administrator 
does take these matters into consideration, for 
he realizes that second only to the good will and 
cooperation of the physicians, the good will and 
cooperation of the parents and taxpayers of the 
community are his greatest asset. Therefore, 
quarantine is required in diphtheria and scarlet 


DON M. GRISWOLD 


393 


fever cases, because it has been found to be effec- 
tive in the control of these diseases, and it is not 
applied to measles and whooping cough because 
it is not effective in their control, and to use it 
would only endanger the fine cooperation afforded 
competent health authorities by the physicians 
and their patients. 

Placarding. Placards, as a method of admin- 
istrative control of communicable disease, are 
used to inform the public where there is a source 
of danger. One type of placard is usually em- 
ployed on the quarantined house to notify all 
comers that entrance or egress is forbidden by 
law. The other type of placard is used to warn 
the public that a menace to health exists there 
and that they enter at their own peril. The re- 
sponsibility of the health officer in posting a 
placard is the same as the responsibility of the 
highway commissioner in placarding a bridge 
that is unsafe for heavy loads. The promptness 
of the local department of health in posting the 
placard and the respect of the neighbors for their 
own health through fear of the disease, are the 
two factors which determine its effectiveness. 

Some years ago a physician laughingly asked 
me why we placarded the house which was not 
infectious instead of the child who was infectious. 
Although this was asked in the form of a joke 
or ridicule, I took it sufficiently seriously to try 
out the plan. Children with mumps, measles, 
whooping cough, chickenpox and German meas- 
les were required to be excluded from school for 
two weeks. During this time they were: (1) to 
remain in the house for one week; (2) during 
the second week to be allowed out of doors pro- 
vided they wore a brassard on their arm. This 
brassard, consisting of a yellow ribbon four inches 
wide, was required to be worn between the elbow 
and shoulder of the left arm, and carried the 
name of the disease for which the child was ex- 
cluded from school. Much to my surprise, news- 
papers gave publicity to this procedure and in 
a short time a number of American cities tried 
this same method. In my own city this method 
did not seem to be effective and was abandoned 
after less than one year of trial. During the try- 
out of this method I used to make it my business 
to be in the vicinity of some of these homes where 
children had these so-called minor contagious 
diseases, and to make first hand observation of 
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the degree of contact they had with children of 
their neighborhood. We gave the most impressive 
instructions concerning the means and the dan- 
gers of the spread of the diseases. These were 
to the effect that parents should instruct their 
children to keep away from children carrying 
this yellow brassard. Our observation was that 
when a child wearing a yellow band appeared on 
the street, he immediately was the hero of the 
group and became the center of interest and in- 
quiry concerning it. We found that the children 
wearing the yellow band had more intimate con- 
tact with their playmates than when they were 
released without such a distinguishing mark. 

Disinfection. No doubt one of the greatest 
changes in the administrative control of commu- 
nicable disease in recent years is the changed 
attitude towards disinfection. Now that the 
transition period is past we can look back on the 
days when we had a sublime faith in the stinking 
fumes of the formaldehyde candle, and indulge 
in a quiet chuckle. While studying under one of 
the greatest masters of the medical profession, 
I learned that “Bad odors do not drive away dis- 
ease, nor will frankincense lure health.” It was 
no doubt a heritage of the superstitious past that 
physicians and health authorities were led to be- 
lieve that the creation of vile-smelling fumes of 
formaldehyde or sulphur would drive away evil 
spirits or disease. Certainly no person who has 
given this matter more than a second thought 
would indulge in such practices today. 

Some of the research that I did fifteen years 
ago proved very conclusively that in order to 
develop concentration of gases of any kind, sufli- 
cient to kill bacteria, a room must be provided 
with far less porous walls than any dwelling 
which it has been my lot to see. Not only will 
walls in a house not hold sufficient concentration 
of gases to kill bacteria, but a high degree of 
humidity must be present before these gases are 
effective. Under such airtight conditions as are 
found in the hull of a ship gaseous concentration 
can be raised so that sulfur dioxide gas will be 
fatal to insect life. For such use it is still ap- 
proved. Likewise, fumigation utilizing the poi- 
sonous fumes of hydrocyanic acid has a very 
limited but important place in killing rodents 
and insects on shipboard. These methods are not 
applicable to the average dwelling and their use 
should be discouraged. 
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When we stop to consider for a moment the 
fragility and delicacy of many of the pathogenic 
organisms, we find that they need very little to 
cause their destruction. The coccus that causes 
the terrible disease of meningococcus meningitis 
is very delicate and dies almost as soon as it 
reaches room temperature. This makes it almost 
impossible to do laboratory work on spinal fluid 
taken from persons living in remote parts of the 
state and sent by mail to the central laboratory. 

The gonococcus is likewise not at all suited 
for life outside of human tissues and dies very 
soon after leaving the human body, if not placed 
at once on suitable media. When gonococci are 
brought in contact with pure water, they can be 
seen under the microscope to increase in size, 
and finally lose their cellular integrity. Similar 
observations made with spirochaeta pallida in the 
presence of soap solution show that they cease 
their motion and after a short exposure cannot 
be revived on any artificial media. Any of the 
pathogenic bacteria when exposed to the action 
of sunlight and drying, rapidly lose their viru- 
lence and lose their lives in a comparatively 
short time. Anthrax is one of the rare diseases 
that is quite resistant to the action of sunshine 
and drying and all materials contaminated by 
anthrax infection should be disinfected by burn- 
ing. 

Perhaps we have been bloodthirsty in the past 
in our efforts to reek vengeance on these tiny 
bacteria because of the devastation they have 
caused in families under our care. If we will 
stop to think of the subject logically, we will real- 
ize that when an object has had infectious ma- 
terial removed from it, it is then dis-infected. 
Realizing that many, if not most, of the patho- 
genic bacteria that leave the patient during his 
illness must be dead before the quarantine period 
is over, much of the excessive zeal on the subject 
of disinfection in the past has been misguided. 
Certainly the greatest source of infection is the 
patient himself, and by the time of clinical re- 
covery, any bacteria that he has excreted will 
have long since been dead. The washing and 
boiling, then, of the articles and objects which 
have been in closest contact to the patient and 
thereby offer possibility of most serious contami- 
nation, will be sufficient in most cases. Certainly 
if washing and boiling of articles from the sick 
room is followed by drying in the open air, and 
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allowing the benefit of the disinfecting rays of 
the sun, all that can be accomplished by terminal 
disinfection will have been accomplished. 

We must remember that the patient himself 


offers the best media and optimum temperature 


for the growth and development of bacteria. 
Modern research shows us clearly that in defend- 
ing itself against these parasitic invaders, the 
human body makes two kinds of defense that are 
quite separate and distinct, in their immunologic 
mechanism. The first is a defense against the 
presence of the organisms themselves and the 
second is a defense against the toxic properties 
of these organisms. The bodily response to the 
presence of these bacteria and these toxins we 
speak of as symptoms of the disease. We con- 
sider our patient recovered when the body has 
been able to defend itself successfully against 
them and their poisonous products. It is not 
necessarily true that when the patient has recov- 
ered he has been successful in his defense against 
the presence of the organism itself and in certain 
diseases, notably diphtheria and typhoid fever, 
bacteria do persist in the human body after the 
body has been able to defend itself against the 
toxic products caused by these bacteria. This we 
speak of as the development of the “carrier” 
state. 

In many modern communities the supervision 
of the water supply, milk supply, food handlers, 
has been perfected to such a degree that they do 
no longer constitute a menace to the health of 
the public. The small amount of typhoid fever 
still prevalent in such communities is due to the 
type of carriers we will always have with us as a 
heritage of the typhoid fever previously tolerated 
in the community. Inasmuch as these unseen 
foes of our patient’s health will be with us as 
long as we tolerate diphtheria or typhoid in the 
community, it is becoming a staunch pillar in 
the program of every public health administrator 
to breed an attitude of intolerance to the pres- 
ence of even a small number of either of these 
diseases. When parents can be brought to under- 
stand that the menace of the carrier is always 
present, and the only safe way to protect the 
children against various of the communicable 
diseases is by immunization, a long step in the 
right direction will have been taken. This im- 
munization should be performed by the family 
physician as a part of his service to the family. 
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The physician’s office is the place where this type 
of service can best be rendered, and until each 
physician’s office becomes a center of which the 
parents instinctively think in the protection of 
their children’s health, this desirable objective 
cannot be reached. 

It is certain that in preventing thousands of 
cases of diphtheria and typhoid fever, much of 
the former practice of the family physician is 
being eliminated. Many forward looking physi- 
cians have already replaced that part of their 
income lost by the decrease of acute contagious 
disease by incorporating into their private prac- 
tice these immunological procedures. 

It takes only a few minutes with pencil and 
paper to see that in my own state 82 people out 
of every hundred thousand population contracted 
diphtheria last year. 82 cases of diphtheria at 
one hundred dollars per case would amount to 
over eight thousand dollars. During the year, 
97,462 infants were born in Michigan. If these 
infants were immunized at three dollars per cap- 
ita, the income from this work alone would be 
nearly $300,000. I do not wish to encourage 
physicians to go into this work for mercenary 
reasons, but the lives and actions of physicians 
are necessarily affected and controlled by the eco- 
nomic laws that are active in every other group or 
profession. I propose for your very careful consid- 
eration that high grade immunological practices 
be incorporated in the daily work of every mod- 
ern physician. For it is then, and only then, that 
the public health worker and the medical profes- 
sion will be rendering the greatest benefit to the 
people whom they serve. 

DISCUSSION 

Dr. A. A. Crooks, Peoria: Many points of this paper 
are so basic and so well presented I feel it needless for 
me to remark on more than just a'few. There are 
some angles that I would like to bring to your atten- 
tion, most of which will be from a slightly different 
viewpoint from that of the essayist, because I bring to 
you the viewpoint of the school man which, because of 
his close association with the case from its prodromal 
source to its quarantine lift, is somewhat different from 
the viewpoint of the health commissioner, whose con- 
tacts are largely by “remote control,” i. e, through 
medical attendants or parents making reports of com- 
municable disease. 

Dr. Griswold speaks of the chaotic conditions that 
now exist in the matter of quarantine and he was 
thinking then in terms in nation-wide administration and 
control measures. It would surprise many of you, I 
am sure, to know the difference that exists in various 
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communities of our state, and the greater variations 
that exist in the varying states, not only of the legally 
recognized incubation period, but of the quarantine 
period as well. To correct such practices, so obviously 
perplexing and unsound, I attempted by resolution and 
the appointment of a committee of representative epi- 
demiologists in the annual meeting of the American 
Association of School Physicians last October, who are 
now gathering data, with the end in view that we 
might have a more or less standardized, if you will, 
method existing in the varying states looking to com- 
municable disease control. 

Now Dr. Griswold is on very advanced ground in 
his attitude toward quarantine periods, and more par- 
ticularly whether we shall quarantine certain of the 
communicable diseases. In this connection, my first 
rude shock was obtained three years ago while in at- 
tendance upon the American Public Health Association 
in Buffalo, I think it was, when men of national and 
inter-national reputation, boldly asserted that in their 
opinion it would not conserve public health, and would 
continue to antagonize family physicians, and parents, 
if we considered quarantine measures necessary for 
some of the so-called minor communicable diseases, 
meaning whooping cough, chickenpox, mumps and the 
like, and some were even so bold as to include measles. 

It did shock me rudely, because personally, I had 
been working along very different lines. With a mod- 
erate degree of cooperation of the physician and family, 
insisting on early reports of all communicable disease 
and strict quarantine of the case and non-immune con- 
tacts for the full incubation period, I maintain that the 
control of communicable diseases, even including mea- 
sles, mumps, and chickenpox can be limited to sporadic 
or endemic proportions by strict isolation of the case 
and contacts of same, especially centering on the latter. 
Such control is purely an economic question in school 
work. 

Dr. Griswold touched upon a point that I would like 
each and every one of us to assimilate, a gospel that I 
should like for you to get over in your communities, 
and that is the part that the local family physician plays 
and must continue to play—in the matter of early di- 
agnosis of communicable disease and the attitude that 
they would inculcate in their clientele toward observ- 
ance of safety measures. 

My department personnel is at all times under instruc- 
tion wherever they go, in making home calls, to sell the 
family physician. I would say in this friendly group 
that it is something of a necessity to sell again and 
sell back the family physician, because I think everyone 
of us here realizes that the family physician in the past 
decade has lost considerable of former prestige in being 
known as the family adviser. May he speedily regain 
his rightful heritage, is the wish of all true health of- 
ficials. 

The other matter, that of immunization is a health 
educational matter after all. Certainly it is better to 
prevent than to attempt to cure. With the many com- 
plications interwoven with communicable diseases and 
the sequelae that follow, better that we prevent these 
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things than to have the burden of caring for them, be- 
cause I do not believe that the average physician is 
making the greatest amount of his income out of com- 
municable diseases. That is the reaction that I get 
from physicians. That was not so a few years ago. It 
was seemingly thought by some that it was a consid- 
erable means of their livelihood and there was some 
resentment toward the curbing. Now that was not al- 
together from the point of view of being greedy or 
money mad, I am quite sure. I think it was a hang-over 
more particularly from past practice of our forbears. 

I am finding the physician is seeing a great light 
along immunity lines, and he is proving very helpful, 
but we have not progressed in our health educational 
matters to the point where I feel that the family physi- 
cian is really functioning as thoroughly one hundred 
per cent as he should be functioning in carrying on, 
our pleas for immunizations. The excuse is often 
given, when a physician might meet me on the street 
or other place, and in commenting and even commend- 
ing some public utterance of mine urging individual par- 
ents and as a group community to imunize against com- 
municable diseases, pat me on the shoulder and urge 
that I keep up the good work, but the majority of 
our upstanding physicians are not carrying on as thor- 
oughly as they might, for the reason that they feel 
that their clientele might think that it was a selfish 
motive that impelled their importunities. 

I trust that this attitude may speedily change. The 
remarks of our friend, Dr. Kegel, Chicago’s Health 
Commissioner, before this Section yesterday would in- 
dicate that he is finding this same difficulty in that cos- 
mopolitan city that I am finding in Peoria, and which 
I know you are finding elsewhere in the state. As a 
matter of fact, the control of communicable disease does 
not, I feel, rest entirely on the shoulders of the health 
official, but must be borne unflinchingly by the family 
physician in doing his bit. I believe too, that the health 
official should do all he possibly can one hundred per 
cent to get child life in the hands of the family physi- 
cian for immunity purposes. 

There is a matter of prevention and communicable 
disease control that I would like to mention. Health 
education matters are not altogether within the province 
of family physicians or health officials. I think that 
the greatest good, if I am accomplishing anything what- 
soever of merit, has been in my contact with the teach- 
ing profession, in giving them basic symptomatology of 
communicable diseases, easily and readily understood 
by a lay individual, who is ordinarily well educated. 
The only trouble I had in the beginning was the neces- 
sity for such an obesrvance, since which time, person- 
ally, I depend, and I find that I can very thoroughly 
depend upon the teaching personnel to detect the pro- 
dromal symptoms of the more commonly met exan- 
themata and the prompt exclusion of such pupil. 

The other method pursued by your discussor is a mat- 
ter of bringing the subject directly to the pupils’ atten- 
tion in the school room. For instance, if we have a 
chickenpox exposure in a room, giving them the first 
symptoms of this disease, the incubation period, segre- 
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gation and precautionary measures and strange to re- 
late, I get reaction from the primary groups equal to 
the advance groups. Now I wonder at that very often, 
but it is very true,—they take the story home, and I 
find it a very helpful means in checking and controlling 
communicable diseases, just another health educational 
procedure that I feel that we are not utilizing as much 
as we should. 

In closing, I want to thank Dr. Griswold, our hon- 
ored guest, for this very well prepared paper. He 
brings, I can assure you, a wealth of experience to this 
subject, and I compliment the officers of the Section in 
securing the services of Dr. Griswold. 





CLINICAL SIGNIFICANCE OF INTES- 


TINAL FERMENTATION* 
Lowey D. Snore, M. D. 
CHICAGO 


Fermentation, referring to abnormal gas for- 
mation in the intestinal tract due to disturbed 
carbohydrate digestion, is a symptom common 
to a number of intestinal disturbances. It occurs 
relatively frequently and its recognition is im- 
perative in order to promptly treat these various 
disturbances of intestinal origin. Fermentation is 
regularly confused by the laity and doctors alike 
with such symptoms as abnominal distention, 
belching, and abdominal and precordial pains; 
where the disturbance is due to peculiar nervous 
disorders, aerophagy, cardiac decompensations or 
upper abdominal pathology. Such types of flatu- 
lence and those due to the relatively infrequent 
putrefactive disorders are to be distinguished 
from actual carbohydrate intolerance of varying 
degrees, as I will point out later. 

Fermentation will be suspected in those indi- 
viduals disturbed with excessive flatus, alterna- 
ting constipation and diarrhea. passing of explo- 
sive, loose stools at times and possibly the 
recognition by the patient of an inability to take 
candy, concentrated potato, excessive 
bread or milk. Depending upon the cause for 
this intolerance, there will be little or much in- 
convenience. He may have learned that by re- 
moving certain food from the diet he will be 
able to go along in perfect comfort, while again 
in more serious types no amount of alteration 
seems to have any permanent effect in controll- 
ing the intestinal disturbance. The more pro- 
found the patient’s disturbance the more likely 
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is he to be constantly and chronically involved 
with digestive troubles. Fatigue, nervous and 
physical instability are symptoms commonly 
present and in direct proportion to the intes- 
tinal disturbance. 

The physical examination will often reveal 
very little except perhaps moderate tenderness 
over the colon, or slight distention of the abdo- 
men. Frequently the cecum is tender and dis- 
tended with gas and liquid. There may be loss 
of weight and often in the more severe types a 
definite hypotension. 

A study of the feces must always be made. 
Often the stools are not normally formed but 
contain lumps and undigested vegetable residue. 
In the more pronounced types they will be frothy, 
foamy, often light of color and have a typical 
sour odor. After a Schmidt test diet, or some 
modification of it that contains cooked and un- 
cooked starches, the feces will appear gassy, 
foamy, and smell of acetic acid. Starch will 
readily be found by microscopic study. 

The main digestion of food occurs in the small 
intestine. Amylase, a powerful pancreatic fer- 
ment, digests starch as does also the ferments 
in the succus entericus. The exclusion of amy- 
lase from the intestine does not seem to greatly 
affect the carbohydrate digestion. so that we are 
abundantly supplied with starch and sugar fer- 
ments. It has been suggested, however, that an 
absence of amylase in the succus entericus ac- 
counts for the unusual carbohydrate intolerance 
in the so-called intestinal fermentative dyspepsia 
of Schmidt and Strasburger. 

The small intestine not only digests all food 
but absorbs practically all of the final products 
of digestion. Absorption may, however, be dis- 
turbed in extensive amyloid disease, widespread 
intestinal tuberculosis or conceivably also in in- 
creased intestinal motility. 

It is almost axiomatic that the small intestine 
is one of the most accurate workers in the body, 
yet we must explain this perversion of function 
which seems to be present in order to understand 
the presence of the starch in the colon. 

Perhaps the most common cause of flatulence 
due to fermentation is an irritability of the in- 
testinal tract. This disturbed function is usually 
primary in the colon and secondarily involves 
the upper tract. Too vigorous use of bran or 
other diet roughage, or excessive cathartics can 
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produce what is commonly called an irritable 
bowel. Soon after this perverted function of the 
colon appears the small intestine is likely to be- 
come over active, and usually with catarrhal in- 
volvement. Either a too rapid emptying of the 
small intestine occurs. or as has been suggested, 
the excess cellulose in the diet carrying starch 
with it, is dumped prematurely into the colon 
with only one natural result, that of starch fer- 
mentation. The clinical proof of this deduction 
would seem to lie in the very prompt relief ob- 
tained after prescribing a soft diet from which 
the cellulose has been largely removed. 
Whenever the irritation has continued for a 
long time, however, as is often the case, an actual 
enteritis is established. The patient will then 
not improve on a soft, smooth diet but will be 
actually intolerant to one or many sugars and 
starches, as for instance, milk. potato, rice, cereal 
and the like. By instituting a high protein, low 
carbohydrate diet there will be a prompt relief 
from fermentation and the commonly associated 
diarrhea. I have found that the use of a diastatic 
ferment will aid in the prompt return to the 
normal state. The irritation or inflammation of 
the colon and small intestine, as the case may be, 
will disappear as soon as the irritant is removed. 
Fortunately, the usual type of fermentation 
observed is of the foregoing type. There is, how- 
ever, a more severe and frequently intractable 
type described many years ago by Schmidt and 
Strasburger known as intestinal fermentative 
dyspepsia. Certain constitutional symptoms are 
very often present, such as marked nervousness, 
palpitation, loss of mental and physical stability. 
The feces are characteristic, presenting the typi- 
cal foamy, frothy, liquid to pasty appearance with 
an associated sour odor. When such mucous is 
present there is more likelihood of there being 
an actual inflammation in the intestinal tract 
and in consequence a less hopeful prognosis. In 
this instance there seems to be a distinct con- 
stitutional disability on the part of the small 
intestine to digest starches. An absolute starch 
free diet is indicated, and if carefully followed, 
there will usually be a gradual return to a fair 
carbohydrate tolerance. Bear in mind this one 
conception, however, that the irritability of the 
intestinal tract will frequently be precipitated 
by an improper diet, acute infection, or excess 
cathartics; and following this an increased mo- 
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tility with fermentation resulting. The organic 
acids produced plus a possible bacterial change 
will continue the irritation of the bowel to a 
point of inflammation, which later condition will 
interfere with the formation of the intestinal 
juices and produce a definite vicious circle. 

Kendall has described a clinical picture pre- 
senting symptoms not unlike those of the 
Schmid-Strasburger syndrome—constipation with 
diarrhea, meteorism, indefinite pain, hypotension 
and intolerance for starches. He noted especially 
the frequence of abnormally large numbers of 
gas bacilli of Welch, and starch fermenting mem- 
bers of the mucosus capsulatus group. He does 
not insist that the bacteria present in the colon 
is the true cause of the condition, but at least 
plays a very active part. He believes that “these 
organisms develop overabundantly in the pres- 
ence of carbohydrate, and is due to a restriction 
in the activity or a reduction in the number of 
normal organisms that otherwise would restrain 
the growth of the gas bacilli.” He advises a diet 
low in carbohydrate plus sour milk, the virtue of 
the latter being the presence of preformed lactic 
acid which depresses the growth of the gas ba- 
cilli. It is reasonable to presume that the over- 
growth of these organisms can have a profound 
effect on the functions of both the small and 
large intestine, yet to me, rather unlikely that 
they are the true inciting cause, particularly in 
view of the varying degrees of carbohydrate in- 
tolerance observed. 

Fermentation, therefore. is most frequently 
associated with functional disturbance rather 
than with organic disease. Furthermore, it is 
quite regularly associated with diarrhea. As 
with fermentation, so with diarrhea, the proper 
understanding and treatment of the symptom 
presupposes an accurate study and appreciation 
of the underlying pathology. Amebic dysentery, 
ulcerative colitis, simple or ulcerative proctitis, 
and carcinoma of the intestine are all diseases 
that, because of their irritating effect, produce 
the associated symptoms of fermentation and 
often indeed it is necessary to limit the carbohy- 
drates to obtain a symptomatic relief. Whatever 
the underlying pathology is in sprue, one thing 
is certain, that there exists a distinct bacterial 
disturbance and perversion of the function of 
the intestinal tract. Holmes has demonstrated 
practically the same findings in his cases of so- 
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called non-tropical sprue. Usually all carbohy- 
drates are omitted from the diet for a long time 
in order to secure permanent results. T. R. 
Brown, contrary to most observers, has obtained 
great help from the use of pancreatic ferments 
in the treatment of sprue. Pellagra, a vitamine 
deficiency disease and pseudo-pellagra are ex- 
amples of the necessity of recognition of the 
factor of fermentation in the proper manage- 
ment of the intestine. In true achylia gastrica 
and in pernicious anemia, diarrhea evidences of 
fermentation are often present. The striking re- 
sult obtained in these patients by giving rela- 
tively small amounts of dilute hydrochloric acid 
would scarcely seem to be due to the anti-bac- 
terial effect of the acid. Is it due, rather, to the 
influence that the acid has upon the production 
of secretion from the pancreas and glands in the 
small intestine? 

The time honored dietetic treatment of diar- 
thea by a high carbohydrate-low residue diet 
must be limited to those patients with a dis- 
turbed motor function of the colon with little 
or no direct or reflex troubles in the small in- 
testine. Wherever there is a perverted secretory 
function due to a long standing irritation or in- 
flammation with evidences of disturbed carbo- 
hydrate tolerance, a diet must be chosen which 
will produce a minimum irritation, limiting the 
carbohydrates and in some, if not all cases, at- 
tempt to depress the activity of certain harmful 
types of bacteria. 

Many case histories could be shown which 
would bear out the above conclusions, but these 
observations and deductions of one phase of in- 
testinal disturbances are presented with the hope 
that they will stimulate a greater appreciation 
of the problems of functional perversions of the 
intestine and offer a subject for further clinical 
investigation. 

DISCUSSION 


Dr. E. V. L. Brown, Ohicago: Much as special- 
ization is deplored, we must recognize this as an age 
of specialization and the next generation will doubtless 
continue in the same general trend. It is, therefore, 
fitting that we give attention, and indeed much more 
than we have, to the training of specialists. Univer- 
sities and medical colleges in this country have been 
almost wholly concerned with undergraduate training, 
and post-graduate training of the beginner in a specialty 
has been given serious attention in only a few instances. 

At present there are five undergraduate medical 
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schools in Chicago, and so far as I can learn, in only 
two of these is there any stated training offered for 
the beginner in the specialties; one college offered eye 
and ear, dermatology and radiology courses, the other 
eye courses only. ‘There is no post-graduate course 
offered in genito-urinary diseases, gastroenterology, 
neurology, pediatrics and orthopedics, all well developed 
specialties with many eminent undergraduate teachers in 
these colleges. 

These five schools graduated 468, or about one-tenth 
of the total number of all who obtained the title of 
Doctor of Medicine in the United States last year; but 
they had only a few students registered in a course for 
those entering specialties. Some seven or eight hun- 
dred Americans studied at the University of Vienna 
alone last year. No rapid improvement in this situation 
can be reasonably looked for. It can only come about 
by a very great increase in the number of patients 
under the exclusive control of university medical school 
faculties, and a genuine manning of these clinics and 
hospitals by university staffs. When this does come 
we will offer instruction and training which will attract 
and hold our own graduates. With proper encourage- 
ment from university authorities, especially proper ad- 
ditions to personnel, and, above all, the necessary en- 
thusiasm of a few individuals such as Dr. Allen and 
Dr. George Shambaugh, a very large number of those 
who wish special training would not leave the middle 
west for Europe, either from choice or necessity. 

In any discussion of methods one must recognize the 
need and value of more or less didactic teaching’ and 
the study of assigned cases as a whole by the individual 
student. This usually includes the taking of the his- 
tory, various objective and subjective studies with in- 
struments of precision, and a demand upon the student 
that he make a reasonable amount of deduction. This 
assumes that he has obtained the necessary technic to 
carry out the individual steps. To my mind this method 
alone is open to great theoretical objection, and is often 
faulty because the student has not first acquired ade- 
quate proficiency in technic. I much prefer to train the 
student most elaborately in these processes through a 
period of approximately nine months before he is asked 
to put two and two together and conclude it makes 
four. Indeed, in my opinion, it is technical inadequacy 
and inefficiency which characterized the poorer eye doc- 
tor rather than lack of didactic knowledge. But in 
technical proficiency I include ability to write a good 
history, to make a good description of an external dis- 
ease status, a good fundus description, good visual field 
tests, etc. To obtain this, the most expeditious plan is 
for the student to work exclusively upon one process 
until he has satisfactorily completed a certain percent- 
age, eighty or ninety, of a stated number of these de- 
terminations, then take up another process. I begin 
with central vision and require that the student get 
ninety out of one hundred consecutive tests of vision 
within one-half line of the determination made by a 
member of the staff or a more advanced student. This 
usually takes two to three weeks. At the same time 
he is neutralizing a set of lenses of strengths unknown 
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to him but listed with the teacher. Here, too, he is 
allowed a certain minimum of error. I do the same 
with retinoscopy, trial case tests, tonometry, visual 
fields, external disease descriptions, fundus descriptions, 
types of discs, gross descriptions of enucleated eyes, 
sectioning, staining and microscopic descriptions of sec- 
tions, etc. Certain reading may well be assigned. As 
many as five students may be easily so accommodated 
in a clinic of six new cases a day with the use of not 
more than one-fourth the time of the instructor which 
is required by class or group teaching. The instructor 
must be both a good ophthalmologist and teacher, how- 
ever, and also a good administrator, otherwise this 
individual process-training, as I call it, is no training 
at all and only a delusion to all concerned. 

Dr. George W. Boot, Chicago: A specialist should 
know the general field of medicine as well as the gen- 
eral practitioner of medicine, and should know his own 
field better. Then there will be less passing the buck 
back to the internist. 

Dr. Thomas D. Allen, Evanston (closing): Re- 
cently I was taken to task very severely by one of the 
surgeons because the eye staff was not working up its 
cases in the hospital from a medical standpoint as well 
as the medical staff was. The point is well taken. We 
must not only be specialists but we should know gen- 
eral medicine, in order to impress the importance of 
our ideas upon the general practitioner and in order to 
obtain his co-operation. Also, unless we can assimilate 
his ideas on those cases in which we are both inter- 
ested we will not accomplish our purpose as physicians. 
As Dr. Roth has said, we should have close co-opera- 
tion with the internist; and I think not only the general 
practitioner will benefit but we will also. 





THE THYROID-HYPERTROPHY-SUBNU- 
TRITION SYNDROME* 


IsrRAEL Bram, M. D. 
PHILADELPHIA, PA. 


Introduction. Undernourishment in exoph- 
thalmic goiter or Graves’ disease is the result of 
excessive catabolism, a pathognomonic evidence 
of the disease. This paper deals not with Graves’ 
disease but a class of patients suffering with sub- 
nutrition and moderate thyroid hypertrophy, in 
which the latter is apparently the result of the 
former, creating an entity which might be termed 
the thyroid-hypertrophy-subnutrition syndrome. 
Usually this is not associated with heightened 
metabolism. 

Etiology. The average patient is a young 
woman varying in age between 19 and 30, though 
the condition may be observed during puberty or 
even as late as the forty-fifth or fiftieth year. 





“From the Bram Goiter Institute, Upland, Penna. 
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Erroneous dietary habits dominate the history. 
Insufficient food intake is an outstanding feature. 
Bread, the mainstay in the maintenance of nor- 
mal weight, is largely or wholly omitted. There 
is often an aversion to milk, buttermilk and other 
dairy products. Eggs, too, are soon regarded as 
indigestible and practically discarded. The elim- 
ination of these important elements leaves 
scarcely anything else of high caloric value in 
diet. Hence these persons live on tid bits, are 
occasionally immoderate meat eaters, and love 
to take their meat well spiced. Eventually di- 
gestive disturbances become evident and meats, 
too, are restricted to avoid discomfort. Soon the 
caloric intake is but a fraction of the bodily needs 
and the stomach capacity becomes habitually re- 
duced. After a while a sporadic inspiration to 
take more food leads to further discomfort. Thus 
a vicious circle is produced ; the deficiency of food 
intake produces gastric atrophy, and gastric 
atrophy in turn compels a deficiency of food in- 
take. The depravity of appetite may lead to a 
desire for tea and coffee in large quantities, more 
especially when it is discovered that these sub- 
stances appear to relieve the fatigue and depres- 
sion complained of. Habituation to these bever- 
ages may result in the taking of from three to 
fifteen or more cups per day. Coca Cola and 
other “soft drinks” which are rather hard on 
health also command their share of favoritism. 
The same may be said of sour pickles, “hot dogs,” 
the various preserved delicatessen foods, mus- 
tards, tabasco sauce, pepper and other irritating 
condiments. Sooner or later such a patient may 
develop catarrhal symptoms of the entire diges- 
tive tract and these may dominate the clinical 
picture. Subnutrition, secondary anemia, and 
reduced vital resistance now are obvious, and 
these engender a degree of thyroid hypertrophy. 

Irregular eating is another factor in etiology. 
Late retiring leads to the habit of overlooking 
a substantial breakfast. The appetite becoming 
obtunded, the desire for lunch is reduced. Under 
such a regime, the evening meal, too, is taken 
without a normal appetite. 

Deficiency of food residue from insufficient 
food intake leads to habitual constipation, the re- 
sultant auto-intoxication adding its deteriorating 
effect to those already present. In this category 
of toxins may be included cigarette smoking. 
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This desire extends itself first as curiosity and 
soon leads to a constant craving in which tobacco 
becomes indispensable. The desire to reduce and 
become thin is at least a predisposing cause of 
the condition herein described. Occasionally the 
speeding up of the reduction process is accom- 
plished by drugging with toxic anti-fat remedies, 
with results that have been known to prove fatal. 
An occasional cause of the thyroid-hypertrophy- 
subnutrition syndrome is goiter phobia, in which, 
because of the widespread publicity given goiter 
in lay periodicals, an introspective young woman 
will believe that she has a goiter and dose her- 
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occurs in males. The average patient, a woman 
varying in age between 19 and 30 years, com- 
plains of constant weakness, fatigue, pallor, poor 
appetite, digestic disturbances of varying nature, 
stubborn constipation, restless sleep, nervousness, 
occasionally palpitation and shortness in breath. 
She may even complain of choking sensations, 
which can be assigned to associated globus hyster- 
icus. She may also complain of goiter, which 
may be her own discovery of a rotundity over 
the thyroid area. Often someone else has called 
her attention to a convexity over the neck. These 
symptoms have existed for from several months 


i 








Fig. 1: 1. Thyroid hypertrophy in a young 
woman of 22. Weight 110, pulse rate 120, meta- 
bolic rate minus 2 percent. 2. Case in a girl of 20 
weighing 9014 pounds, pulse 100, metabolic rate plus 


15 percent. 3. Case in a 35-year-old unmarried 
woman, weighing 100 pounds, pulse 72, metabolic 
rate minus 12 per cent. Note that adenomatous 


self with iodine. Appetite is reduced by this 
drug, the thyroid gland becomes enlarged by the 
load that is put upon it in an effort to combat 
this toxin, and soon we have with us another case 
of goiter and subnutrition. 

Occupations, too, at times are responsible for 
this physical condition. Artificiality of lighting 
and ventilation result in undue fatigue, create an 
aversion for food and an undue craving to be 
entertained at the close of day. Since amuse- 
ments are largely nocturnal avocations, this must 
of necessity be at the expense of necessary repose. 
This factor alone, in which a person requiring 
at least eight hours’ sleep receives but six, may 
lead to intense fatigability and depravity of ap- 
petite, with all their consequences. 

Subjective Symptoms. This syndrome rarely 


infiltration has already started due to the chronicity 
of the thyroid swelling. 4. Case in a woman of 28, 
weighing 84 pounds, pulse rate is 90 and metabolic 
rate minus 2 per cent. 5. Case in a young woman 
of 21, weight 100 pounds, pulse 110, basal metabolic 
rate plus 5 per cent. 


to several years and it is the accentuation of 
weakness, loss in weight, nervousness and diges- 
tive disturbance that brings her to the doctor. 
Occasionally the patient complains of nothing but 
goiter, regarding the remaining complaints as 
unimportant details. 

Objective Symptoms. The patient appears 
frail, under weight and anemic, with a languid, 
tired expression, and a moderate swelling over the 
thyroid area. The skin is usually thin and dry, 
the eyes are by no means exophthalmic, but oc- 
casionally appear receded (enophthalmic) from 
emaciation. Tonsils and teeth may or may not 
present infectious foci and if these exist may be 
directly or indirectly etiologically related. Blood 
pressure is usually low, often not above 100 sys- 
tolic. The heart rate is either normal or is mod- 





402 ILLINOIS MEDICAL JOURNAL 


erately hurried and is easily flared up on the 
slightest physical or mental provocation. Hemic 
murmurs are common. 

Arterial hypotension with a systolic pressure 
of 90 or less may be observed. Also the heart 








Fig. 2; A young married woman, 23 years old, 


weight 110, pulse rate 98, basal metabolic rate 
minus 8 per cent, presenting a hypertrophic thyroid 
which though not evident on inspection was quite 
palpable. 2. The same individual six months later 
with complete disappearance of thyroid hypertrophy 


and other evidences of subnutrition syndrome 
after a gain of 30 pounds in weight. 


rate may yield a strong suspicion of hyperthy- 
roidism, yet the basal metabolic rate may be 
within normal limits. The tachycardia may be 
assigned to sympatheticotonia which yields 
promptly to eserine. 

The thyroid gland must be examined care- 
fully. In some instances of pure subnutrition 
there is but an illusion of goiter, due to the prom- 
inence of the normal gland in bold relief because 
of a deficiency of adequate covering of adipose 
tissue over the organ. In this paper we are 
dealing with actual thyroid enlargement as a 
result of subnutrition. The tyhroid hypertrophy 
with obvious goiter formation apparently arises 
from one or more of the following causes: 1. de- 
ficiency of the immunizing property of the blood 
so that the thyroid must compensate and enlarge 
to assume the necessary poison-fighting proper- 
ties against the inroads of disease; 2. coincidental 
or causative infectious foci in teeth, tonsils, pel- 
vic organs, appendix, gall bladder and even 
lungs; 3. late adolescence in which the physiolog- 
ical strain of the developmental processes in the 
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presence of nutritional errors may induce thyroid 
hypertrophy. 

Primarily the thyroid participates passively in 
the general depression, and its function is at its 
lowest normal point. For example, if the patient 
is 10 or 15 pounds below weight, the basal meta- 
bolic rate may be somewhere between zero and 
minus 10 to 15 per cent. As weight and vital 
resistance diminish, the thyroid must compensate 
for deficient immunizing functions elsewhere. 
‘he demand now made upon the organ tends 
to cause hypertropic infiltration, which becomes 
evident. One who should normally weigh 130 
pounds may now weigh 100 or 110. 

In the usual clinical picture the heart rate 
is practically normal, and if increased need not 
be attributed to hyperthyroidism. Indeed, we 
may expect the metabolic rate to be somewhere 
between minus 20 and plus 14 per cent. A re- 
cent case presented a heart rate of 120 per min- 
ute, yet the metabolic rate was plus 2 per cent. 

Diagnosis. The thyroid-hypertrophy-subnu- 


trition syndrome must be differentiated from 
other apparently similar conditions. In simple 





Fig. 3: 1. Twenty-eight-year-old married woman, 
weighing 90 pounds, with pulse rate of 100 and 
metabolic rate plus 7 per cent. 2. The same indi- 
vidual about one year later with total disappearance 
of thyroid hypertrophy, a gain of 30 pounds in 
weight and considerably improved sense of well 


being. 

goiter in a patient past the age of 19 or 20 with 
average weight, thyroid swelling is most likely 
adenomatous or cystic in nature, is fairly large, 
and there is a probable history of thyroid enlarge- 
ment of several years’ duration. Subnutrition 
per se must be differentiated, even though there 
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is apparent goiter. I have already mentioned the 
possibility of a thyroid of normal size standing 
out in bold relief and giving an illusion of goiter 
because of the absence of the normal layer of 
adipose tissue over the neck. Atypical exoph- 
thalmic goiter may present a slightly enlarged 
thyroid without exophthalmos, associated with 
subnutrition and secondary anemia. Here the 
history of the case (psychic trauma, etc.), the 
more sudden onset of the symptoms, the constant 
tachycardia, tremor, markedly heightened meta- 
bolic rate and excessive appetite will assist in 
discrimination. Demographia, hyperidrosis, and 
relative immunity to cinchonism are further evi- 
dences of Graves’ disease. LHarly tuberculosis 
should present no difficulty in differentiation. 
‘The same may be said of intestinal parasites and 
other gastrointestinal conditions, early diabetes 
mellitus, and the primary anemias. 

The main features in the diagnosis of the 
thyroid-hypertrophy-subnutrition syndrome are 
the sex of the patient, a history of gradual loss 
in weight and strength, poor dietary and sleep 
habits with anorexia, the recent occurrence of 
moderate thyroid swelling of nonneoplastic na- 
ture, and the absence of a materially heightened 
metabolic rate. 


Treatment. The major need in these patients 
is the correction of causal factors, with improve- 
ment in weight and blood picture. When this is 
accomplished the thyroid becomes normal. 

The food intake must be ample, with bread, 
milk and eggs as mainstays. Animal food should 
be restricted to fish, lamb and fowl in modera- 
tion. Tea, coffee, condiments and the spices must 
be completely prohibited. Extra nourishments, 
i.e., a milk and egg shake, or a cup of half milk 
half cream mixture, or some other combination 
to serve the purpose should be taken between 
meals as soon as the digestive organs are in re- 
ceptive condition. 

The patient must be made to realize that the 
stomach, having become rather shrunk from dis- 
use, can be made gradually to distend itself 
through the forced acceptance of greater quan- 
tities of food than has been the habit, and each 
week greater and still greater quantities of food 
can be taken, until this organ is capable of hold- 
ing and digesting the maximum normal. After 
a varying period of time the quantity of food 
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formerly productive of discomfort will be taken 
with ease. The weight must not only reach nor- 
mal but must go somewhat beyond for good meas- 
ure. I usually urge a five per cent. increase over 
and above the individual’s normal standard of 
weight as the goal. The patient must virtually 
“live to eat” until recovery is achieved. 

A minimum of nine hours in bed each night is 
imperative. The proper bedroom hygiene, espe- 
cially the matter of fresh air, should be assured. 

Psychotherapy is an asset in the management 


of these patients. The medical attendant should 


help in the task of eliminating erroneous habits 
of life. 

While drugs play a minor role in the manage- 
ment of these patients, an occasional prescription 
expedites recovery. Iodine is of no service, as it 


increases the size of the thyroid gland by increas- 
ing its colloid content, it engenders a bitter taste 
in the mouth, thus further obtunding appetite, 
and the occasional rash resulting from its use 
is annoying. Also a thyroid of this type may 
become toxic from iodine administration. Hz- 
tract of thyroid gland in cautiously administered 
doses under proper guidance is of signal service 
when the basal metabolic rate is not in excess of 
plus 10 per cent. Despite occasional moderate 
heart hurry, properly administered thyroid ex- 
tract usually is not contraindicated. The thyroid 
is most apt to shrink under its use; the appetite 
is sharpened and the sense of well-being im- 
proved. Of course, it is assumed that the med- 
ical attendant begins with doses not exceeding 
grains 1/10 daily, sees his patient at least once 
a week, and checks results with metabolic ob- 
servations. Jron and arsenic are highly useful. 
In the form of the Sumbul Comp. pill, these sub- 
stances speed up progress as no other drugs can. 
For the restlessness, sleeplessness and the like 
small doses of Barbital, grains i or ii t. i. d. or 
grains v to vii at bedtime only, are very helpful. 
Occasionally a patient thrives on a good prepara- 
tion of cod liver oil, but we must be careful to 
individualize, for, in the event of an aversion to 
this substance, insistence that it be taken may 
defeat our purpose in the matter of food intake. 

In the event of persistent heart hurry, eserine 
salicylate in doses of gr. 1/60 to gr. 1/40 t. i. d. 
is of great help. 

Nausea, anorexia, flatulence and constipation 
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must be combated on general principles. Drastic 
cathartics must be avoided. 

Prognosis. In the event of faithful coopera- 
tion on the part of patient and household, pa- 
tients with thyroid-hypertrophy-subnutrition syn- 
drome become well in the course of 5 to 8 months. 
The gastrointestinal functions, weight and blood 
index acquire perfection and the individual en- 
joys perfect health thereafter. The cause of 
thyroid hypertrophy now having been removed, 
this organ assumes normal size. Occasionally 
there is some degree of thyroid sluggishness for 
a year or two after the patient has otherwise 


recovered. This should be confirmed by basal 


metabolic studies and minimal doses of thyroid 
extract given until the proper functional balance 
becomes established. 
1633 Spruce Street. 





THE CLINICAL TRAINING OF THE 
GRADUATE STUDENT IN OPHTHAL- 
MOLOGY* 

Tuos. D. ALLEN, M. D. 


From the Department of Ophthalmology, Rush 
College, of the University of Chicago 


CHICAGO 

In this paper we present the method of train- 
ing given at Rush Medical College of the Uni- 
versity of Chicago, to the Graduate Student in 
Ophthalmology during his first or fundamental 
year in the specialty, and the reasons this 
method is used. We do not believe that a year’s 
work will adequately prepare anyone; but the 
first year is the most important and most difficult 
for him. As a twig is bent, so will it grow. 

The need of better preparation and of better 
training of the physicians who limit their prac- 
tice to Ophthalmology is admitted. The Amer- 
ican Board for Ophthalmic Examinations has 
aroused the profession as has no other influence. 
Several national societies and many local so- 
cieties demand the certificate of the Board as one 
of their entrance requirements. Because of the 
ability and character of those who have passed 
the Board, it has already rendered a most valu- 
able service to the profession in raising the 
standard of the specialty. The Board looks into 
a man’s record and training and then subjects 
him to both a practical and a written examina- 
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tion, covering the various branches of ophthal- 
mology. While the primary purpose of the course 
given at Rush Medical College is not to 
enable the student to pass this Board, still the 
year’s course meets its requirement. We are 
anxious that all of our students take the Board 
and we would feel chagrined indeed were any 
to fail in passing. Indeed the ideals which gave 
rise to the graduate course were the very same 
as those which have become the corner stone of 
the Board itself, namely better ophthalmologists. 

Better preparation has to do with fundamen- 
tals. These include physical and mental health, 
a body capable of severe taxation of hours and 
days and weeks of close application, and a mind 
well trained during the undergraduate years and 
especially fitted for scientific and deductive rea- 
soning. This does not mean that handicaps 
spell failure, but a student with a handicap will 
not advance as far per unit of effort as a student 
without one, whether it be mental or physical. 
A handicap reacts upon the instructor also, who 
naturally is more interested in assisting the A 
class student, than he is in a brother who must 
have the simplest matters elucidated. 

These fundamentals include the mental prep- 
aration and training which a high grade medical 
college gives. This must be fortified by repetition 
of certain courses to the point of actual assimi- 
lation of those matters which form the A B C 
of the graduate course. Just which studies 
should one review, and how much time should 
one spend in their review? ‘These questions re- 
quire the advice and judgment of one who has 
weathered the storms; he may chart the channel 
which will lead the student to the goal. There- 
fore. a great responsibility rests upon the shoul- 
ders of him who would advise. If he should 
advise that embryology be omitted or that an 
easy course be substituted for a thorough review 
of general pathology, he will find his student 
without bed rock foundation. An advisor of in- 
tegrity and character is then the first and most 
important consideration. 

Recently a new and definite policy has been 
established by the University of Chicago toward 
the medical colleges, which means the continu- 
ation, indefinitely, of Old Rush Medical on the 
West Side. There are in the University four 
Medical Schools, two graduate and two under- 
graduate, one of each being on the South Side 
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and one of each on the West Side. Work may 
be taken in either school and credit given in the 
other. 

This gives the student three most unusual op- 
portunities to increase his knowledge, 1. in the 
fundamental sciences, anatomy, patholoogy, phy- 
siology, etc.; 2, an opportunity to do investiga- 
tive work; and finally, there is an abundance of 
clinical material in the care of which he shares 
the responsibility. 

Better training means more careful and exact 
teaching. It means greater attention on the part 
of the teacher; not more lectures, but more 
teaching. There is a vast difference between 
lecturing and teaching. Teaching is the act of 
assisting the student to acquire knowledge for 
himself. 

For the benefit of the student in Ophthalmol- 
ogy. we may paraphrase Pope’s well-known state- 
ment thus: “The proper study of Ophthalmology 
is the Eye.” In studying ophthalmology the 
student needs personal contact in handling pa- 
tients with ocular disorders. This is the only 
way he may acquire needful experience. If the 
acquiring of this experience is under the super- 
vision of a taskmaster, the student grasps the 
opportunities and grows in knowledge and 
ability. 

Therefore, we assert it is of paramount im- 
portance that the student have, under supervis- 
ion, this first hand contact with patients. 

In medical schools this contact may be had 
both in dispensary and in hospital. Let us ex- 
amine the advantage of each. The greater bulk 
of eye patients are ambulatory, in fact, many are 
This is especially true in 


merely refractions. 
the practice of a young man who is just starting 
out in his specialty, and it is the big difference 
between the outpatient class and those who are 


confined to the hospital. It is with this class 
of patients that the student must be first and 
fundamentally instructed ; for when he is setting 
up his own office, the way he handles the first 
few patients determines to a large extent his suc- 
cess in the community. It is on these out-pa- 
tients he learns the necessity of vision taking, 
the value of fields. the meaning of a cloudy cor- 
nea or increased tension, the reasons accurate re- 
fractions must be done, and thorough intra- 
ocular examinations completed. He must learn 
routine procedures, so that they become second 


ALLEN — 405 


nature to him. This gathering of information 
is the necessary groundwork in all further ex- 
amination, should the patient later be confined 
to the hospital, or require extended treatment 
either in his own or in another department. 

This training in routine methods is as neces- 
sary a preliminary to advancement as is the first 
year in medicine. The hospital training is also 
necessary but should this precede the dispensary 
the student develops false impressions as to the 
relative importance of cases; he is apt to be- 
come careless of those patients who do not re- 
quire hospitalization; he is apt to hurry into an 
operative procedure without weighing the pros 
and cons. He does not appreciate the tremend- 
ous importance of the details worked out pa- 
tiently and thoughtfully; nor does he seem so 
able to fit those findings together to make a 
diagnosis which is of far greater importance 
than the technique of treatment. It is infinitely 
more important to know when and why we 
should or should not operate for glaucoma or 
cataract than to know how to operate, important 
as that is. Let us take for example a cataract 
patient with 20/200 vision. If this can be im- 
proved with glasses to 20/30 or 20/40, the stu- 
dent must be taught that it is unwise to subject 
such a patient to an operation as a result of 
which there is a possibility that he may lose his 
eye! 

His training must be so thorough that lax and 
superficial methods are trained out of him. He 
must be grounded in essential routine procedures 
so that he comes to despise lax and superficial 
methods. 

In line with the above considerations we, at 

tush Medical College, require the following fun- 

damental courses to be taken during the first 
year of graduate study; a review of anatomy in- 
cluding the dissection of the head and neck, 
anatomy of the nervous system, embryology, 
physiology of the special senses, physiologic 
optics and general pathology. Under certain cir- 
cumstances, some substitution may be made, as 
for instance when a student has formerly taught 
or assisted in the teaching of some of these 
courses. 

These subjects are covered in the mornings 
during three quarters of the year. This leaves 
half of each day for the clinical training. The 
mornings then of three quarters are spent in 
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preparation, the afternoons in training. All of 
each afternoon is devoted to actual contact with 
the patients. This contact is supervised and di- 
rected. But the department considers that its 
most important problem of providing proper 
clinical training is to see to it that the work 
in the outpatient department is carried on in the 
best possible manner; for it is only in surround- 
ings of this sort that the beginner is able to 
build up the proper background in clinical ex- 
perience. To put the beginner in surroundings 
where there is only large clinical material and 
where the handling of the patients is not done 
with due consideration and to the best interests 
of the patient, cannot fail to develop false ideals 
in the students. 

Our routine is as follows: For the first three 
months the student becomes familiar with vis- 
ion taking, neutralization of lenses. prelimin- 
ary examination of the patient. and the neces- 
sity of recording accurately all of his observa- 
tions. The dark room work is stressed and he 
is inducted into retinoscopy and the use of the 


trial case. He is taught how to check himself 


by having the instructors or the older men go 
over his findings with him in a helpful manner; 


kindly criticism being routine. Attendance in 
the clinic given for undergraduates is required. 

During the second quarter he becomes more 
proficient in his retinoscopies and refractions 
and he is allowed to suggest the glasses which 
should be ordered, to the instructor in charge of 
the dispensary. Field taking, tonometry, the 
use of the slitlamp and Gullstrand ophthalmo- 
scope are explained and he is taught to use them, 
independently. 

In the third quarter he is given responsibilities 
in the treatment of cases, and follows them into 
the hospital. Courses in muscle anomalies, 
minor operations, operations on pig eyes and 
histopathology are given. He is required to con- 
tinue retinoscopy and refraction for two or three 
days a week. And he is invited to see the opera- 
tions done at the hospital. 

The last quarter is devoted to clinical work 
almost entirely. He is offered an opportunity 
to assist in the mornings in the private offices of 
one or another of the instructors or professors 
where he ostensibly fills the role of an assistant; 
but he is there to learn from observation how 
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patients are handled, how consultations are con- 
ducted and what and how patients are told those 
things they should be told. In the afternoon he 
is expected to take certain cases in the clinic and 
work them up thoroughly; to follow them 
through; to write them up (a few such cases are 
accepted by the American Board for Ophthal- 
mic Examinations) to present them to classes; 
and to assist in conducting certain classes of un- 
dergraduates. 

It has become evident that unless a stimulus 
is given from time to time the best of students 
are apt to become lazy. Therefore, quiz hours 
and lectures are deemed advisable. During such 
hours the students themselves often present pa- 
pers either on their reading or on a bit of re- 
search. Case reports are reviewed. ‘The stu- 
dents are urged to recognize their own and each 
others mistakes and suggest means of avoiding 
them in the future. Histology and histopath- 
ology of the eye are studied by contact with 
specimens and lantern-slide demonstrations. 
And these are continually linked up with the 
clinical aspect, thus vitalizing a subject which 
has all too often been neglected or ignored en- 
tirely. 

Operative technique is taught in demonstra- 
tion in the laboratory and operating room. The 
student is urged to take advantage of the animal 
laboratories to acquire and improve his technique 
and to do investigative work. 

In a single year of graduate study one can- 
not become familiar with every branch of oph- 
thalmology ; indeed, it takes many years of study 
and painstaking endeavor to reach a satisfactory 
degree of proficiency. A further six months or 
year is urged on all who complete the year’s 
study; many spend this time abroad. In addi- 
tion three to five years’ assistantship is of great 
value. Properly speaking the practitioner of 
medicine is always a student; no patient is stud- 
ied by him, as he should be, without adding to 
his store of clinical knowledge. Many students 
get the wrong start in ophthalmology by work- 
ing in institutions where the operative work is 
overly emphasized. 


Note: I wish to acknowledge my indebtedness to Dr. Wil- 
liam H. Wilder, Professor Emeritus, and Dr. E. V. L. Brown, 
Professor and Chairman, Department of Ophthalmology, Rush 
Medical College, University of Chicago, for their suggestions 
and kindly interest and help in organizing the graduate 
instruction. 
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INTRAVENOUS ANESTHESIA WITH 
SODIUM AMYTAL 
F. E. Botzagrt, M. D., 
MOLINE, ILL. 

Various new forms of anesthesia have recently 
come into use. Intravenous anesthesia is perhaps 
the most recent form to be used on the human 
being. 

Barbituric acid derivatives have been known 
for a long time because of their hypnotic quali- 
ties. Sodium amytal or sodium-isoamylethyl bar- 
biturate is a readily soluble barbiturie acid de- 
rivative whose anesthetic properties on animals 
has been proven when given orally or intraven- 
ously. In cats, rabbits and dogs, surgical pro- 
cedures can be carried out by administering 45 
to 60 milligrams per kilo body weight. This is 
about 50 per cent of the fatal dose when given 
orally. The sodium solution of proper hydrogen- 
ion concentration has been used in animals 
orally, subqutaneously, intramuscularly, intra- 
venously, or intraspinally. 

The hypnotics of the barbituric acid deriva- 
tives have marked inhibitory action on certain 
medullary and mid-brain centers. 

Experience in the operating room has shown 
us that man is more susceptible to the drug, be- 
cause surgical procedures can be carried out un- 
der a dose of 20 to 30 milligrams to the kilo 
body weight. It has also been found that certain 
individuals have a greater tolerance for the drug 
than others. 

Inasmuch as there have been no reported fa- 
talities, the lethal dose for man has not yet been 
determined. However, if we may compare the 
toxicity of sodium amytal to that of the other 
barbital derivatives, we might conclude that the 
surgical dose approximates 30 to 50 per cent of 
the lethal dose. If we might compare the factor 
of safety for man to that of the cat or dog, the 
lethal dose might probably be given at 40 to 60 
milligrams per kilo body weight. Zefras and 
McCallum recommend 25 milligrams per kilo 
body weight (up to a total amount of 25 grains 
or 1.6 grams) as the maximum dose to be given 
intravenously for the production of surgical an- 
esthesia. Lundy reports 273 cases in which so- 
dium amytal has been used intravenously to 
produce all or part of the anesthesia necessary to 
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perform most of the various operations that are 
commonly done on man. 

To date there have been no definite rules for 
the indications or contra-indications to the use 
of this drug. It appears, however, that its field 
of use is large. It is especially welcome to those 
patients who are apprehensive of the usual meth- 
ods of inhalation anesthesia and who resent the 
psychic effect which usually accompanies local or 
spinal anesthesia. The drug may be injected 
before the patient goes to the operating room 
with no more psychic effect on the patient than 
would result from any intravenous injection. In 
about two or three minutes the patient drops off 
into a very quiet and “natural” sleep, without 
having gone through any suspicion of struggle 
or discomfort. He may then be taken to the 
operating room and placed in any position the 
surgeon may desire. 

Pain, sympathetic excitement, worry and fear 
act antagonistically to the effect of barbituric 
acid derivatives and are therefore among the con- 
ditions which determine the marked individual 
variations in the analgesic and fatal doses. Cen- 
tral depression is synergistic and makes patients 
susceptible to the depressant effect of the bar- 
bituric acid derivatives. For this reason a hypo- 
dermic injection containing hyoscine gr. 1/100, 
morphin gr. 44 and cactoid gr. 1/60 is best ad- 
ministered one-half hour before operation to act 
in synergy with the sodium amytal. 

The anesthetic drug is put up in ampoules 
containing one gram of the crystals. This is dis- 
solved in 10 c.c. of sterile redistilled water, with 
a resultant clear solution. If the solution is 
opalascent, it shows a deficient hydrogen-ion con- 
centration and should be discarded. 

The solution is slowly injected into the vein 
at a rate not to exceed 1 c.c. per minute. Injec- 
tion at a more rapid rate than this is conducive 
to respiratory embarrassment and may be fol- 
lowed by such complications as pulmonary edema 
or hypostatic pneumonia. It is found that in 
about two to three minutes the patient becomes 
drowsy and grows progressively more so until 
after five minutes the patient is entirely uncon- 
scious. During this period of induction the pa- 
tient shows no signs of excitement or discomfort 
of any kind. 

Different patients show a different amount of 
tolerance for the drug and it is found that twenty 
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to twenty-live grains (1.25-1.6 gm.) will usually 
produce complete surgical anesthesia. In view of 
the fact that the lethal dose is not yet known, 
it is recommended that 1.6 gm. be the maximum 
dose administered to any individual. If more 
relaxation is required than can be obtained from 
this amount of sodium amytal, a small amount 
of inhalation or local anesthesia may be added. 
Excellent relaxation is thus obtained for any 
kind of intra-abdominal surgery. Because of the 
normal respiration throughout, all pushing is 
eliminated. 

It is found that the pulse, respiration and blood 
pressure are practically unchanged because of the 
drug. Tracings show that on the average the 
respiratory rate may be slightly increased, but 
the amplitude is decreased. Cynosis is not ob- 
served. It must be remembered that the tongue 
may drop back the same as with ether anesthesia. 
Slight increase in pulse rate is noticed when trac- 
tion is made on the intra-abdominal organs. With 
the exception of one case on our series, the blood 
pressure curve remained about stationary 
throughout the time of operation. 

We have used the drug for induction in the 
amount of one gram and found that fairly ex- 
tensive operations could be performed with the 
addition of very small amounts of inhalation or 
local anesthesia. Full surgical anesthesia may 
be obtained by the use of larger doses (15 to 25 
milligrams per kilo body weight). 

The duration of the effects of the drug are 
quite variable. Following the use of 15 grains 
of the drug, the patients remain unconscious for 
periods ranging from one to four hours. Some 
patients arouse from their sleep in a very natural 
way, while others are “drunk.” They toss about 
aimlessly and without co-ordinated movement, 
although no violence is displayed. They usually 
need constant watching until full consciousness 
is regained. A small percentage of the patients 
have a “hangover,” which may last as long as 
three days. During this time the patient is semi- 
stuporous, although fully conscious. When they 
emerge from this “hangover” they usually do not 
remember what went on during this time, al- 
though they appeared fully conscious. To the 
observer this period seems quite disagreeable, but 
the patient does not seem to mind it so much. 
One of our patients had a three-day “hangover.” 
She had previously been under three ether anes- 
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thesias. When asked which she would prefer in 
the future, she did not hesitate to give amytal 
the preference. Postoperative retching, nausea 
and vomiting are very seldom observed. The pa- 
tients tolerate considerable quantities of fluids 
by mouth immediately after awakening. One of 
our patients took over 5000 c.c. of fluid by mouth 
and proctoclysis within 24 hours of an appendec- 
tomy. No nausea or vomiting resulted. 

The restlessness which is experienced upon re- 
turn to consciousness may, to a great extent, be 
controlled by morphin sulphate in doses of 1/6 
grain P. R. N. Ephedrine sulphate gr. 34 and 
caffeine sodium benzoate 15 gr. may be given in- 
tramuscularly for two doses three hours apart to 
hasten recovery by counteracting the effects of 
sodium amytal. 

The limitations of this drug are still unknown. 
It seems apparent that it may be used whenever 
any other general anesthetic is indicated. It has 
the advantage that the patient may be placed in 
any position that the surgeon may require and 
that in certain operations about the head it keeps 
the anesthetist out of the operative field. 

Sodium amytal has also been used in 0.25 to 
0.50 gram doses to produce analgesia in the sec- 
ond stage of labor. It must be remembered that 
in obstetrics two individuals must always be con- 
sidered. Robbins, McCallum, Mendenhall and 
Zefras report on 28 cases of delivery. They have 
used the intravenous method and come to the 
following conclusions: 

1. “The most serious objection to the use of 
sodium amytal as an analgesic was the dif- 
ficulty in controlling the patients who be- 
came very restless. 

This drug has the advantage of being rapid 

in its action and of having a wide range of 

safe dosage. 

3. There has been no evidence of harm to the 
mother. 

4, Labor may be rendered practically pain- 
less. 

5. Labor is probably not delayed. 

6. Obstetric operative procedures are much 
more easily carried out under ordinary an- 
esthetics when the operation is preceded by 
sodium amytal. 

%. Danger to the baby has not been proved. 

8. Prompt and complete control of eclamptic 
convulsions is possible. 
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9. As a general anesthetic agent for cesarean 
sections and other obstetrical operations 
and especially for patients having tubercu- 
losis or toxemia of pregnancy, sodium amy- 
tal bids fair to supplant the inhalation 
anesthetics.” 

Drabkin, Ravdin, Hirst and Lapham have used 

sodium amytal by rectal administration in 30 

deliveries and report excellent results in 13 cases. 

These patients enjoyed complete anesthesia 

throughout the delivery. The patients were quiet, 

apparently in deep sleep, but uterine contractions 
continued. Ten cases they classify as having good 
results. These patients moved or groaned some 
during uterine contractions, but between pains 
were quiet and relaxed. In seven cases the results 
were fair, the patients becoming noisy and un- 
manageable during pains. Two patients re- 
sponded poorly. The uterine contractions disap- 
peared while these patients were under anesthesia. 

We must remember, however, that even in un- 

anesthetised patients it is not unusual to have 

the pains disappear. 

The fetal heart rate was unaltered in every 
patient under anesthesia. The force of the uter- 
ine contractions was diminished in two patients 
who subsequently delivered while under anesthe- 
sia. Contractions completely ceased in two pa- 
tients who recovered from the effects of the drug 
and were subsequently delivered. ‘Two babies 
were slightly asphyxiated. Both of these were 
in difficult deliveries. In the remainder, the 
babies cried lustily when born. 

Lundy reports the use of sodium amytal by 
mouth in at least twenty cases of hiccough in 
which previously every known remedy had been 
tried. Its oral administration together with car- 
bon dioxide and oxygen gave good results. He 
has also used it with satisfaction in postoperative 
psychosis, spasm of the facial muscles following 
surgery of the brain, severe burns, gastric crisis 
of syphilis, tabes dorsalis and severe generalized 
pruritis from jaundice. 

In the cases which are here reported, the fol- 
lowing routine was carried out: 

One-half hour previous to going to the oper- 
ating room the patients were given a hypodermic 
containing hyoscine gr. 1/100, morphin gr. 14 and 
cactoid gr. 1/60. Just prior to operation 1 gram 
of sodium iso-amylethyl harhiturate was given 
intravenously. 
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Following the operation the patients were given 
morphin gr. 14 P. R. N. to allay the restlessness. 
Ephedrine sulphate gr. 34) and caffeine sodium 
benzoate 15 gr. were given intramuscularly for 
two to three doses, three hours apart, to hasten 


recovery. 

Case 1. Mrs. B. aged 35, giving a history of previ- 
ous pulmonary tuberculosis, weight 146 lbs., was oper- 
ated on for removal of a chronically infected gallblad- 
der. Preoperative temperature was 98.6, pulse 76, B. P. 
120-68, R. B. C. 4,240,000, W. B. C. 10,000, Hg. 80%. 
During the operation the B. P. ranged from 114 to 128 
systolic. Pulse ranged from 76 to 110. At the end of 
the operation it was 90. Respiration varied from 18 to 
28. It required % Ib. ether during the time of opera- 
tion. Anesthesia was started at 9:00 a. m. and the pa- 
tient regained consciousness at 6:15 p. m. Convalescence 
was uneventful. There was no vomiting at any time. 

Case 2. Mrs. McM. aged 29, having a diagnosis of 
carcinoma of the cervix uteri, weight 116 lbs. Gen- 
eral condition fair. Classed as surgical risk B. His- 
tory and physical findings negative except for the car- 
cinoma. Total hysterectomy was performed. Preoper- 
ative temperature was 98.4, pulse 110, respiration 20, 
B. P. 118-82. R. B. C. 3,350,000, W. B. C. 9,800, 
Hg. 65%. During the operation the B. P. varied 
from 118 to 134 systolic. Pulse ranged between 120- 
134. Respiration 18 to 40. Respiratory rate went up 
during breaking of dense adhesions. 1/6 lb. of ether 
was used during the course of the operation. The 
amytal was given at 11:00 a. m. and the patient re- 
gained consciousness at 2:15 p. m. There was no 
nausea or vomiting at any time. Convalescence was 
uneventful. 

Case 3. Mrs. D. aged 29, weight 111 lbs. Submitted 
to a subtotal hysterectomy for the relief of uterine 
bleeding. Laboratory report showed beginning car- 
cinoma of the fundus. History and findings were nor- 
mal except for the uterine findings. Preoperative tem- 
perature was 98.6, pulse 108, respiration 26, B. P. 112- 
70, KR. B: C. 3,520,000, W. B. C. 11,000, Hg. 60%. Dur- 
ing the operation the pulse ran between 118 at the be- 
ginning to 86 at the end of the operation. Respiration 
was between 26 and 22 B. P. from 100 to 120. 1/12 
lb. ether was used during the course of the operation. 
There was slight postoperative nausea and the patient 
vomited once. The operation began at 10:00 a. m. and 
consciousness was regained at 12:30 p. m. Convales- 
cence was uneventful. 

Case 4. Mr. L. aged 15, weight 115 lbs, was admit- 
ted to the hospital with an acute appendicitis. His 
general condition was very good. Pulse, respiration 
and B. P. were normal, R. B. C. 4,950,000, W. B. C. 
12,650. This patient did not respond very well to the 
amytal and it required % lb. ether to complete the op- 
eration. Tonsillectomy was also performed at the 
time. The anesthetic was administered at 8:30 a. m. 
and consciousness was regained at 3:00 p. m. There 
was no nausea or vomiting. Convalescence was un 
eventful. 
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Case 5. Mrs. S. aged 24, weight 115 lbs, was admit- 
ted for the repair of a third degree laceration (per- 
ineal). This patient had a cardiac arrythmia with mi- 
tral systolic murmur. She had an appendectomy in 
1926, a nephrectomy for relief of hydronephrosis in 
1927, and a very difficult labor with third degree lacer- 
ation in July, 1929. She was classed as surgical risk 
C. Urinalysis was normal. Temperature 99, pulse 
130, respiration 22. During the operation her pulse 
varied from 130 to 140, respiration from 20 to 30, B. P. 
from 90 to 60 systolic. % 1b. of ether was required 
during the course of the operation. Operation was 
started at 9:00 a. m. and consciousness was regained at 
1:00 p. m. There was neither nausea nor vomiting. 
The patient remained in a stuporous condition for three 
days. When her “hangover” subsided, she did not re- 
member the things which had happened during these 
three days. When asked what type of anesthetic she 
would prefer in the future, she gave sodium amytal first 
choice. 

CONCLUSIONS 


Intravenous anesthesia with sodium amytal 
is still to a certain extent in the experimental 
state and, while it must be used with caution, 
has apparently a large margin of safety. 
This form of anesthesia promises to be of 
benefit, especially in certain types of cases 
where other anesthetics are contra-indicated. 
The period of unconsciousness seems to tide 
the patient over that period of vomiting and 
distress which usually follows ether anesthe- 
sia. 

It will probably be necessary to find some- 
thing that will neutralize the action of sodium 
iso-amylethyl barbiturate before the full ben- 
efit will be derived from this drug. 

Sodium iso-amylethyl barbiturate has a wide 
field of general usefulness. 

During the first postoperative day, patients 
who have had sodium iso-amylethyl barbitu- 
rate require more watching and nursing care 
than with other anesthetics. 

Because of the complete relaxation, respira- 
tory obstruction caused by a dropping back 
of the tongue must be guarded against. 
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PRELIMINARY REPORT OF A NEW OP- 
ERATION FOR RECURRENT DISLO- 
CATION OF SHOULDER WITH 
CASE* 

Epson B. Fowter, M. D., F. A. C. S. 
CHICAGO 

The ideal operation for ordinary uncompli- 
cated types of recurrent dislocation of the shoul- 
der should follow physiological laws, as far as 
possible, should reinforce the damaged capsule 
effectively, be reasonably simple, require a short 
period of disability, and should give a permanent 
cure with perfect function in practically all 
cases. 

The literature has many operations for this 
condition, no one of which fulfills all of the 
requisites. In an effort to work out something 
better, numerous operations were done on cadav- 
ers and the most promising performed on the 
case here reported. 

The patient, subject to recurrent dislocations, 
was placed on her back with the arm to the side 
and the shoulder to be operated on slightly ele- 
vated. An incision was made 3 inches long 
over the coracoid parallel to the fibers of the 
deltoid which were separated, exposing the cora- 
coid and anterior portion of the capsule of the 
shoulder joint. With a curved hand reamer, 
shaped like a shoemaker’s sewing awl, a quarter 
of an inch hole was drilled in the coracoid about 
half an inch proximal from the tip. A second 
incision was made over the posterior lower por- 
tion of the acromion, approximately parallel to 
the fibers of the deltoid, which were separated 
for a distance of about 214 inches distally from 
the border of the acromion, through which a 
quarter inch hole was drilled with the curved 


*Read before the Illinois State Industrial Medical and Sur- 
gical Society, May 20, 1930, at Joliet, Tl. 
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reamer passed upwards from underneath. The 
capsule of the joint was then opened half an 
inch at the mid-anterior portion. Through this 
slit was passed a carrier made for its flexibility 
from a rod of string solder, in one end of which 
had been cut an eye one inch in length. The 
carrier was passed inside the capsule around 
under the neck of the humerus, and out through 
the capsule mid-posteriorly. The guide was left 
in situ, and the field temporarily covered. Next, 
a strip of fascia lata (the long peroneal tendon 
also is good) three inches wide and as long as 
could be easily obtained, was threaded in the 
eye of the carrier and pulled through. Each 
end of the fascial rope was passed through the 
respective drill holes, and with the humerus ab- 
ducted 90 degrees the fascia was drawn taut, 
turned back upon itself (from 2 inches to 214 
inches) and very securely sutured with No. 2 
chromic gut. The fascia was sutured also at 
the two exits from the capsule. The subcuta- 
neous tissue overlaying the deltoid was closed 
with a running suture of fine cat gut, and the 
skin closed with buried silkworm gut suture to 
avoid disfigurement. The arm was kept in a 
sling ten days, after which use of the arm was 


encouraged, so that at the end of eight weeks 
there was practically no limitation of motion, 
and function was normal. 

The patient, a teacher of physical culture, 
says she has a feeling of security in the shoulder 


joint. She can dive, swim under water, and do 
“everything” with the shoulder that she could 
before the original dislocation five years ago. 





SCURVY: REPORT OF A CASE 
I. P. Bronstern, M. D. 
CHICAGO 

The relative infrequency of scurvy at the pres- 
ent time prompts the report of the following case. 
It presents some interesting x-ray findings, such 
as visible subperiosteal hemorrhages, which 
Schwartz’ mentions as occurring comparatively 
infrequently roentgenologically. 

The patient, a male child of 13 months, was first 
seen in October, 1927, because of extreme irrita- 
bility and increasing capriciousness of appetite, the 
parent attributing the symptoms to trauma sus- 
tained when the child in falling from a table, was 
seized by the right arm. At that time, general ex- 


1. Schwartz, A. B.: Epiphyseal Changes in the Diagnosis 
of Scurvy. Am. J. Dis. Child 34; 765 (Nov., 1627.) 
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amination proved negative, there being no discerni- 
ble pathology in the right upper extremity. 

On November 28, 1927, the appearance of a sud- 
den immense swelling of the entire upper right ex- 
tremity, alarmed the mother, and again the physi- 
cian, who originally saw the child, was consulted. 
Child was poorly nourished, pale, whimpering con- 
tinuously, a worried expression on its face. It lay 
on its back and any attempt to touch it, met with 
increased crying. The respirations and pulse were 
rapid, the temperature, 101, rectally. Except for 
the rapid tones, examination of the heart was nega- 
tive, as was also that of the lungs and abdomen. 
There were no teeth, the gums were blue-red, and 
swollen. Otherwise, the oral and naso pharynx pre- 
sented no particular findings. 

There was an epiphyseal enlargement of both the 





Separation with the evulsed 


fragments. 


Fig. 1. Epiphyseal 


ankles and wrists, and some beading at the costo- 
chondral junction of the ribs. The diagnosis of 
rickets was apparent, the typical rachitic changes 
showing up well in the x-ray. Confining our atten- 
tion to the right upper extremity, the shoulder, arm 
and forearm, were swollen to three times the nor- 
mal size. Edema was present, and there was a 
bluish discoloration about the shoulder joint. The 
child was unable to move its arm, giving the ap- 
pearance of an apparent paralysis. Our effort to 
manipulate the arm was met with marked shriek- 
ing. The pseudo-paralysis suggested a Parrot’s of 
congenital-lues, which was at once ruied out, be- 
cause of the usual appearance of that condition 
before five months. 

Upon questioning the mother, as to the history 
of the child, nothing pertinent to the present con- 
dition was obtainable, except the fall of a month 
past. Parents insisted child was receiving proper 
feeding, including due share of cod-liver oil and 
other vitamin containing foods. 
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Child was sent to the hospital where large doses 
of orange juice were administered, as well as whole 
cow’s milk. Laboratory tests revealed a secondary 
anemia, mild leucocytosis, a negative Wassermann, 
a trace of albumin in the urine, with moderate 
number of red blood cells. Blood was not present 
in the stools. 

X-ray a day after admission (Figure 1) showed 








Fig, 2, Subperiosteal hemorrhage with arm in sling. 


an epiphyseal separation of the shaft of the right 
humerus, with the interposition of two evulsed frag- 
ments. The x-ray findings were surprising, in so 
far as we expected to find the typical scorbutic 
picture. Picture taken a week later (Figure 2) 
showed clearly the marked subperiosteal hemor- 





Fig. 3. Beginning calcification of process. 


rhage. Child’s arm was put in a sling and in seventy- 
two hours after the therapeutic trial with vitamin C, 
phenomenal clinical improvement was noticed. The 
appetite increased, the fever decreased, the hema- 
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turia was no longer present. The child’s mental 
attitude improved rapidly, it being cheerful and 
happy now, and no longer objected to being 
touched. After three weeks in the hospital, a one hun- 
dred per cent change was obvious. Two teeth erupted 
and two were in the process of eruption. The 
child gained weight, and could now sit and stand. 
Figure 3 shows very plainly the beginning calcifi- 


Fig. 4. Further calcification and absorption. 


cation of the hemorrhagic area. Figures 4 and 5, 
taken at intervals of one month, show further cal- 
cification and absorption of the process. 

Child was seen on April 8, 1928, a period of 4 
months later, certainly a different child. As has 
been pointed out by Hess,’? the improvement clin- 
ically occurs rather quickly, whereas the changes in 





Fig. 5. Further absorption. 


the osseous system lag behind for months, and even 
longer. At present the infant is receiving in addi- 
tion to proper feedings, ultra-violet therapy. 





2. Hess, A. F.: Infantile Scurvy in Abt’s, I. A., Pedi- 
atrics. 
3. Schwartz—in article quoted above. 
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COMMENT 
A rather severe case of scurvy is presented 
with prompt clinical improvement following the 
institution of proper therapeutic measures. The 
effect of trauma in causing epiphyseal separation 
and sub-periosteal hemorrhage in a previously 
clinically unrecognized scurvy is unquestionable. 
The first x-ray threw some doubt as to the con- 
clusive evidence of a scorbutus. It might be 
mentioned that roentgenograms of the other 
hones proved negative except for the rickets. 
X-rays will be taken from time to time, to 
bring out the “pale inset’® that remains in the 
epiphyseal body after the scurvy is healed. This 
inset represents the original epiphyseal structure 
present during the height of the acute scorbutic 
manifestations. 
9 South Kedzie Avenue. 





UNUSUAL CLINICAL EXPERIENCES IN 
THREE CASES OF MAXILLARY 
SINUSITIS* 

C. Hopkins Lona, M.D. 

CHICAGO 

Infections of the accessory nasal sinuses are 
widespread. Many persons suffer for years from 
what they suppose to be common colds, and treat 
themselves with the various nostrums which are 
on the market. After many years of this prac- 
tice some of them finally consult a specialist, and 
then learn for the first time that they are suf- 
fering from infected sinuses. Most of these cases 
yield readily to proper treatment; some how- 
ever, present unusual aspects and are of special 
interest. I desire to present to you the details 
of three cases which I consider of great interest. 

Case 1. A. E., a woman about 37 years of age the 
mother of two healthy children, and herself in excel- 
lent health, save for a chronic headache attended by 
sneezing; cough; purulent nasal discharge; hawking 
and spitting. 

A diagnosis of empyema of the right antruia was 
made. 

Nothing of the x-ray was known at the time and I 
had no apparatus to use the transillumination test. 
Specialists were too remote to consult. 

My knowledge of the diseases of the eye, ear, nose 
and throat was about the same as our family physician 
of the present day. I had one text-book which treated 
of these special organs entitled “The American Text- 
book of the Eye, Ear, Nose and Throat.” 





*Read before the Section on Eye, Ear, Nose and Throat, Mli- 


nois State Medical Society, Peoria, May 22, 1929. 
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It had been expressly written for the needs of the 
busy practitioner. The subjects were presented by the 
great teachers and writers of that period. 

Dr. John O. Roe of Rochester, N. Y., remembered 
for his forceps used in operating on the nasal septum, 
described in one of his articles in this book the alveolar 
process operation which I used. 

The first molar tooth was extracted, pus following 
the tooth. The tooth-socket was increased in size. A 
hydrocele canula of proper length was prepared and 
inserted into the cavity of the maxillary sinus. 

The canula was retained in position by a silk thread 
fastened to its cuff and tied around the adjacent tooth. 
Direct free drainage was established for the sinus. 

Nature promptly commenced repairs. The artificial 
opening began to close, and canulas of smaller size were 
employed. 

In the course of time a rubber .tube was substiuted for 
the silver, and very soon this was introduced only with 
difficulty. Finally the tube disappeared altogether. A 
strong suspicion was in my mind that the patient had 
thrown it away because she believed that her recovery 
was assured. 

Eighteen years later the patient informed me that six 
years after the operation a piece of tube was discharged 
from the nose and that her sinus had not given her any 
further trouble. 

Case 2. M. L., aged 36 years; physician; frequent 
head colds; nasal obstruction; deflected septum; swollen 
turbinates. This patient had been using a solution of 
cocaine to reduce the nasal obstruction, but, realizing 
the danger of acquiring the cocaine habit, he finally 
consulted a nose and throat specialist, who used an 
electric cautery to reduce the turbinate congestion and 
relieve obstruction; this gave partial relief for a time. 

Later the middle and inferior turbinates were oper- 
ated upon; acute frontal sinusitis followed. This was 
perhaps due to the packing period of five days. 

This occurred in 1906. Two years later he suffered 
from an attack of acute maxillary sinusitis, but a few 
irrigations of sterile water with the Lichwitz needle 
through the inferior nasal wall resulted in relief. Since 
then he has suffered from one to four attacks annually, 
generally following head colds or influenza. 

The canula, through the normal opening, is now sub- 
stituted for the needle. This patient has steadily re- 
fused to submit to more radical procedures, notwith- 
standing the pain and inconvenience of having had the 
palpebral fissure flooded with blood from the needle 
puncturing the lachrymal duct, at one time missing the 
antrum altogether and perforating the cheek instead. 

Case 3. M. C., widow, aged 37 years, mother of 
three children, two of whom exhibited nervous tend- 
encies. This patient came to me with such numerous 
complaints, involving pain in the throat, head and jaw- 
bone, together with extreme nervous tension and ex- 
citability, that I rather suspected she had mistaken me 
for a neurologist instead of a rhinologist. However, 
I realized that a nervous person was really a sick 
person, and that definite and effective treatment could 
not be given this particular patient until knowledge of 
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her disordered system was better and more thoroughly 
understood. 

She had been left with the care and worry of rearing 
and providing for a family of growing children, re- 
ceiving some financial aid from a brother-in-law. This 
man suddenly died, and with much fear and anxiety she 
was forced to assume the burden alone. The antici- 
pated reaction occurred, nervous tension led to exhaus- 
tion and constant physical ills and complaints. Among 
these a persistent trifacial neuralgia caused excru- 
ciating agony. She had been advised to have an oper- 
ation (Mayo Clinic) on Gasser’s ganglion, but declined 
to do so, choosing rather a less hazardous treatment, 
namely, alcoholic injections into the sensory division of 
the ganglion. Although this seemed to have been par- 
tially successful, she refused further injections of al- 
cohol and was treated with drugs, such as tonics and 
sedatives. (DB. Julius, Grinker, of Chicago.) 

Examination: Her appearance conveyed the impres- 
sion of mental and physical distress. The right side of 
the neck was scarred and discolored from operations 
on the cervical glands. The right side of the face, 
especially the chin, seemed slightly larger than the left 
side; the right palpebral fissure somewhat narrower 
than the left; the throat indicated much irritation; the 
tonsillar spaces gave evidence of chronicity, such as 
patches of lymphoid tissue, pockets, and granulations. 
In fact, her throat-condition seemed the chief trouble 
for which she sought my advice. The proper treat- 
ment was applied to the throat, and a close examina- 
tion was made of the eyes, ears, and nose, to discover 
evidences of infection other than the throat. 


Eyes: Normal in appearance. 
R. V. 20/25. 
L. V. 20/25. 
Sept. 30, 1926. 
R. V. 88¢ 45 20/15. 
L. V. 88c¢ 185 20/15. 
Add 2.50 for near. 

Ears: Normal. 

Nose: The sinuses were explored for infected foci. 
The frontal, ethmoidal, sphenoidal, and left maxillary 
were normal, The right maxillary chamber contained 
an abundance of muco-purulent yellowish-gray fetid se- 
cretion. She was advised to try the so-called irrigation 
treatment. The Pierce canula was readily introduced 
through the normal meatal passage. The result of this 
treatment not proving successful, she was persuaded to 
submit to the radical Caldwell-Luc operation. On No- 
vember 23, 1926, she was admitted to the Chicago Post 
Graduate Hospital, where under a general anesthetic 
she was operated upon. In about ten days, the antrum 
discharge diminished greatly, there being no apparent 
source of disturbance. 

Shortly after, however, she appeared at the office suf- 
fering from an attack of obstructed nasal breathing a 
sensation of strangling and smothering, a constant de- 
sire to swallow, a peculiar tone of voice, inability to 
sleep (owing to the nasal obstruction), a fullness and 
clicking in the ears. This condition would continue for 
several hours when unexpectedly all distressing symp- 
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toms would subside, and would remain quiet for a time, 
and then the process would be repeated. 

The foregoing symptoms, she said had begun some 
two days before, and were continuing at irregular inter- 
vals. On examination it was found that the soft palate 
was in close contact with the nasal pharynx, but not 
adherent to it. 

A solution of 10% cocaine was applied to the naso- 
pharynx; a soft rubber catheter was looped about the 
anterior part of the septum, the ends of which were 
brought out of the mouth and pulled up, forcing the 
soft palate from the pharynx; this gave immediate re- 
lief and established free nasal breathing. Further in- 
vestigation disclosed no other obstruction. Relief was 
only for a few hours whén the palate muscles relaxed 
to their former position to remain until exhausted. 
Since that time there have been frequent recurrences. 

From this evidence it follows, we are dealing with 
hysterical spasm of the soft palate excited by the shock 
of an antrum operation in a neurasthenic individual 
whose system was saturated with the toxines from a 
long standing suppurating maxillary sinusitis. 

Treatment seems of slight benefit. In 1876, Dr. S. 
Weir Mitchell in discussing the subject of “functional 
spasms of muscles” refers to this condition as being 
obscure and its relief as hopeless. He says the spasms 
are caused by reflex influences such as excessive jars, 
clonic or tonic local spasms, and an over-excited state 
of the motor centres; there is an unusual discharge of 
nerve-force or the muscle itself has become the means, 
by its over-use, of hypersensitizing the sensory center 
which takes record of its activities. So that from this 
center at times excito-motor impressions are radiated 
onto near or remote centres and result thus in spasm. 

Comments on Case 1. Case one illustrates perhaps 
the general practitioner’s inexperience in his choice of 
operation. 

The drainage following the extraction of the tooth 
resulted in a very rapid recovery. This would indicate 
that the infected tooth was the chief factor in causing 
the sinusitis. The extraction of the tooth was proper, 
but when we sum up the objectionable features of the 
alveolar process operation, such as food entering the 
sinus cavity from the mouth; rapid closing of the open 
socket; the danger of losing the drainage-tube into the 
larynx, esophagus or sinus chamber; the experienced 
rhinologist would prefer making a hole in the lateral 
nasal wall. 

This is a simple effective operation, successful in the 
majority of antrum infections, allowing perpetual drain- 
age if the hole is kept open. 

Comments on Case 2. We have in this case, two 
conditions that require careful examination and con- 
sideration. = 

The deflected septum projecting into one naris and 
the overworked intumescent turbinates in the other pre- 
vented nasal breathing. The shrinking and contracting 
properties of cocaine hydrochlorate rendered relief and 
comfort for the time being, but the peril of acquiring 
the cocaine habit made continued use of this treatment 
dangerous. 
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The nasal septum should have been straightened in- 
stead of removing the turbinates. The prolonged pack- 
ing caused infection of the frontal sinus. By the ab- 
sence of the modifying function of the turbinates, per- 
haps the antrum was thereby rendered more suscep- 
tible to infection. 

The patient should submit to a partial resection of the 
lateral nasal wall, preferably beneath the inferior tur- 
binate, to establish drainage and thus eliminate reten- 
tion of secretions in the acute stages of nasal inflam- 
mations. 

Comments on Case 3. This patient was interesting. 


We had concluded her condition was properly diagnosed, 


the proper treatment had been applied, and a successful 
result should follow the radical sinus operation, but we 
were disappointed. We had not counted on a toxic sys- 
tem nor the shock of an operation in a neurasthenic 
woman, that was to be followed by that rare condition 
a cramp of the muscles of the soft palate. 

In reviewing our knowledge of this subject, I was 
surprised to find that it had received much attention and 
had been very exhaustively studied during the nineteenth 
century. In the meanwhile, few cases are published and 
excite little interest, except for their cause and rare- 
ness. 

1. Sir Felix Semon reports a number of cases of 
spasm of the palate accompanied by clicking noises in 
the head. 

2. Lambert Lack, in 1901, collected all previous re- 
corded cases and classified them according to cause. 
He said: “The prevailing cause in the severe cases was 
a gross lesion of the central nervous system. The mild 
cases were of reflex origin or apparently due to some 
small local lesion e. g. post-nasal catarrh, pharyngitis- 
sicca,” etc. 

3. Herbert Tilley referred to a case caused by a car- 
riage accident. 

4, Wright and Smith, authors of a text-book (1914) 
refer to spasms of the pharynx as due to hysteria. 
Page 441. 

5. G. A. Garry Simpson reports clonic spasms due 
to shock from death of a brother. 

6. Professor Bernhardt, in 1899, in a clinical lecture 
on “cramp or spasm of the soft palate,” claims these 
cases are of anatomical interest as well as neurological, 
because the exact nerve supply of the palate muscles, 
as yet is in doubt, although strenuous efforts have been 
made to solve this question. Today, thirty years later, 
we are about assured by the last edition of Cunning- 
ham’s anatomy that the 9th, 10th, and 11th cranial 
nerves are more or less responsible; that the facial or 
7th nerve, which has been erroneously quoted hereto- 
fore as innervating the muscles of the soft palate should 
have no place in the literature of the present time. 
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THE WOMAN’S BILL OF RIGHTS* 
E. G. C. Wrtirams, M. D., 
DANVILLE, ILLINOIS 


Under our basic law and its several amend- 
ments, all citizens of our country are guaranteed 
the rights to life, liberty, and the pursuit of hap- 
piness. But in the application of this guarantee 
the enforcement of a natural law steps in to 
nullify part of the rights of many of our women 
citizens. While they are permitted to live on, 
they are denied liberty for periods of time aggre- 
gating from five to ten weeks in each year. They 
are denied the privilege of taking place in our 
social and business world for which they are 
fitted, because of the knowledge that they will be 
virtually imprisoned several weeks out of each 
year. I will cite two cases. 


Case 1. Nature et al, vs. Mrs. D. 

On September 25, 1926, Mrs. D. while not under 
oath, but of her own free will made the following dep- 
osition. She was in tears and could hardly talk: “I 
am the most unhappy woman in the world. I have a 
good husband and a fine 9 year old son. I am 39 years 
old. I have wealth, position and the respect of my 
friends, but I am not permitted to enjoy these bless- 
ings. Under the law of the months I am condemned 
to spend about ten days of each month in bed and dur- 
ing the remaining time am hardly able to be about. I 
cannot go places with my husband and son and they 
cannot be expected to stay here all of the time and 
have to go without me. I am a prisoner in my home. 
I am indeed miserable.” 

The details surrounding the imprisonment were in- 
vestigated. Her case was called up for review. She 
was paroled and then given entire freedom. On 
Christmas Day, only three months later, we received 
the seasons greetings, from “The Happiest Woman in 
the World.” 

Case 2. Nature et X-Corporation vs. Miss J. 

A review of the record shows that Miss J. at the 
time of the hearing was aged 38. She was the business 
type, an able-minded, clear-thinking, crisp-speaking 
woman. Quotation from voluntary deposition: “I have 
been an employee of X-Corporation for 16 years. At 
present, I am secretary to the president. If I had had 
full liberty during the entire year, I would be general 
manager for the company. But as I am a prisoner 
under the natural law for about four days each month 
I cannot perform the duties of manager as that requiries 


*Presented to the Section on Radiology of the Illinois State 
Medical Society, May 23, 1929, 
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attendance to business every day. I have no intention 
or thought of marrying. I have chosen a business 
career. I want release from this prison sentence so 
that I can complete my career.” 

Three months were taken in getting a complete re- 
lease for the prisoner. Within the following year a 
letter was received from X-Corporation signed by Miss 
J., general manager. 

These two paraphrased case reports are given 
to call attention to some aspects of menstrual 
disturbance, which are not generally given due 
consideration by the medical attendant and open 
the road to the discussion of the medical, socio- 
logical and economic sides of the production of 
voluntary artificial menopause. 

The scientific side of the production of arti- 
ficial menopause by gamma and x-radiation has 
been discussed in our meetings many times and 
our technique for the procedure is rather well 
established. A review of my own work shows 
that a complete menopause is usually produced 
by an amount of radiation that will give a sat- 
uration dose of 600 R at the depth of the ovaries, 
and that this is accomplished in most cases with- 
out the nervous and mental disturbances that so 
often follow surgical castration. The process is 
effective, relatively simple and satisfactory. The 
phase which I wish to bring into this discussion 
is that of the selection of cases and may be opened 
by asking a question:—If a woman has a men- 
strual disturbance which is preventing her from 
leading a comfortable and useful existence, is it 
her privilege to go into a voluntary menapause, 
or should she be required to wait and let nature 
take its course? 

Of course, the question of birth control looms 
big and dangerous. I have never had a young 
woman or a nullipara without definite pathology 
apply for this treatment, and you may be sure 
such cases would not be considered, as I have 
little patience for the one who merely wants an 
insurance against normal pregnancy. 

The factors of health and happiness are always 
considered and many conditions present them- 
selves which make the procedure advisable and 
necessary. A tuberculous woman whose life 
would be endangered by pregnancy and whose 
recovery is retarded by the catamenial losses is 
considered a proper case. Several of this type 
have been given complete menoschesis, while in 
some only a menolipsis has been attempted. A 
woman with a coxalgie pelvis who had barely 
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survived two cesarian operations was believed to 
be entitled to relief from further danger. A 
woman, aged 34, with chronic nephritis. two chil- 
dren, and a mental disturbance, was relieved of 
further worry about pregnancy and her mental 
pathology disappeared. 

Cases where there are three or four children 
and where the home life of the entire family is 
being upset and destroyed by repeated pregnan- 
cies are given careful consideration before treat- 
ment for sterilization and production of meno- 
schesis is refused. In many of these cases I have 
found definite pelvic pathology. 

Obviously, each case must be accepted for 
treatment on its own merits, and the attitude 
of the physician, who is a true minister to the 
needs of his people, must dominate everything 
else as judge. Charity, Sympathy, and Common 
Sense must sit in turn in the witness box and 
must be considered as competent witnesses. Let 
the old catamenial law be tempered with reason 
and administered with justice to the patient and 
may we discuss freely and openly the adding to 
the woman’s bill of rights a provision that it is 
the privilege of any woman to voluntarily enter 
the climacteric if her catamenial status is detri- 
mental to her happiness, health, or community 
usefulness. 

DISCUSSION 


Dr. Harold Swanberg (Quincy): We have grown 
accustomed in radiological circles to always expect 
something original from Dr. Williams, and he seldom 
disappoints us. He always expresses himself in an in- 
teresting and “different” way, which I am sure is ap- 
preciated. 

I think the average radiologist does not realize the 
fact that there are thousands of physicians in this coun- 
try who do not appreciate what radiation can do in the 
control of the menopausal conditions. If we, by some 
mysterious way, could get the message that Dr. Williams 
has given us today, over to the vast mass of general 
men and general surgeons, we would all be kept quite 
comfortably busy for sometime to come. 

I think the day is coming in medical practice when 
the physician will no more consider the treatment of a 
menopausal hemorrhage without radiation therapy, than 
he would consider the treatment of diphtheria without 
the use of antitoxin. Of all the conditions we are called 
upon to treat from a radiation standpoint, I don’t know 
of anything that offers us a higher percentage of satis- 
factory results, than the treatment of menopausal hem- 
errhage, which exists in most cases, without definite 
pathology. 


It seems to me when we know what we can do and 


have proven it (every man who uses either x-ray or 
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radium knows of these results), we have no apology to 
offer. It is, therefore, just a matter of educating the 
profession. And surely, from the standpoint of a pa- 
tient, she would much rather accept the treatment we 
have to offer than that which the average surgeon ad- 
vises. So it is up to us to get this message over by 
some manner or means. I don’t think it makes a great 
deal of difference in these patients whether we use 
x-ray or radium to carry out the necessary therapy. 
Both agents are equally effective and the patient who 
is prejudiced against going to a hospital, can have the 
work done in the office of the radiologist. Those who 
prefer to have it all over in one treatment can go to 
the hospital and have radium applied. In over ninety 
per cent of the cases, they will never experience fur- 
ther hemorrhage. 

Dr. Edward S. Blaine, Chicago: This is a phase of 
x-ray therapy that I have been trying to stimulate for 
quite a long time, a matter of years, having learned of 
the almost specific effects of radiation therapy in Eu- 
ropean gynecological clinics years ago. 

We have repeatedly called the attention of the medical 
fraternity to the great value of x-ray therapy as a 
real benefit to women who are disturbed in this par- 
ticular way. After several years of this attempt, I do 
not see that a great deal of progress has been made. 
Evidently the average American physician and surgeon 
is a doubting Thomas. In European gynecological 
clinics, radiation therapy is routine in menstrual dis- 
turbances and associated conditions of the female pelvic 
organs. It is always thought of first, while here in 
America, it is thought of last or not at all. It is a 
successful treatment in the majority of cases. I cannot 
understand the failure of our doctors here to appreci- 
ate its benefit. 

Dr. I. S. Trostler, Chicago: I have had quite a 
little experience in this particular line. I have been 
using this method for upwards of ten years. A year 
ago, those who were at the meeting of this section in 
Chicago may recall my remarks at that time. 

I stated at last year’s meeting that a woman came in 
to see me who had had a menopause produced by me 
ten years ago. For the benefit of those interested, I 
will give you the particulars. Mrs. H., aged twenty- 
six, para—IV, mother of two living children, suffering 
from a moderately advanced pulmonary tuberculosis and 
mitral regurgitation, was referred to me in March, 
1918, by a very careful general practitioner for steril- 
ization. I insisted that we have a heart and lung 
specialist see her, and after the latter had agreed with 
the diagnosis I proceeded to produce a roentgen castra- 
tion. She received, from March 6, 1918 to May 7, 1918, 
a total of three hundred milliampere minutes at 140 
kilowatts, ten inches, F. S. D. 3 aluminum filter. I 
believed at that time and still believe that the moder- 
ate dosage is preferable to the high voltage x-ray on 
the ovary. 

Her last menstruation, before beginning the treat- 
ment, occurred February 25-30, 1918; March 20-25 she 
had a very profuse period; April 22-25 she flowed 
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considerably less than normal, and on May 19 she had 
just a show of blood. 

The patient called to see me on July 10, 1918, and 
reported she felt well and had not menstruated since 
she last reported. 

On May 10, 1928, this lady called to see me and ap- 
peared to be considerably perturbed. She informed me 
that she had begun to menstruate the day before. She 
looked well, and I assured her everything was all right, 
and directed her to see me again in a few months. 
Since that time, she has been menstruating regularly 
every twenty-eight days. She appears to be well and 
in every way normal, after a complete amenorrhea for 
ten years, lacking ten days. She has put on consider- 
able weight. Her heart is regular and there is no 
auscultatory evidence of the mitral regurgitation. She 
stated she-had been quite active sexually during the 
past ten years and was in every way normal. She 
asked me to give her more x-ray therapy, but seeing 
no good reason to do so, I am putting her off month 
after month and am trying to lose track of her. 

She is afraid she may become pregnant. I am 
anxious to see whether she will become pregnant. She 
is exposed, naturally, being a married woman. 

Dr. James S. Archibald (Decatur): I don’t know 
whether Dr. Blaine’s campaign is reaching the public. 
During the last two months I have had two people 
come to my office, asking me to sterilize them, with 
absolutely no history of any trouble, not sent by any 
physician. I turned both down. That is what wé are 
going to be worried to death by, these people wanting 
to be sterilized. 

Dr. Henry Grote, Bloomington: This is a very in- 
teresting subject, not only interesting but a big subject, 
the biggest subject relative to the welfare of the whole 
race. We are beginning to see now the offspring of 
those who were subjected to x-ray twenty or twenty- 
five years ago. 

I happen to have in my records the children of 
women who were subjected to comparatively large doses 
of x-ray twenty-five years ago, who were sterile, or at 
least they did not menstrate for from one to three years. 
The offspring of these young women today are nor- 
mal. The oldest one happens to be seven years of age. 

I think somehow or other these reports should be 
followed up for future meetings. 

Dr. E. G. C. Williams (closing the discussion) : The 
selection of cases is the whole thing. You will get 
people who merely want sterilization because they do 
not want to go through normal pregnancy. I will go 
back to the last statement, that common sense must sit 
as one of the competent witnesses, and our attitude as 
physicians must predominate. 

So far as the future effect on the race, I figure a 
pretty complete job when I am through, and so far 
as these individuals are concerned there is not to be 
any future race, because what is wanted is a complete 
stoppage of menstrual life. It certainly gives us a class 
of people who are among the happiest patients that we 
have. 
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RECTAL OPERATIONS—THEIR 
SYSTEMIC EFFECTS* 
P. F. James, M. D., 
PEORIA, ILL. 

In discussing rectal operations and their gen- 
eral systemic effect, we are getting at the subject 
matter in reverse order, but there is an object 
in view in taking up the subject in this manner. 
Rectal conditions or rectal pathology that require 
operative procedure often produce effects entirely 
unlooked for. This is no doubt due to our inabil- 
ity to connect some of the symptoms complained 
of by the patient, and which symptoms are re- 
lieved (following the rectal operation) with the 
rectal pathology. In other words, if we could and 
would thoroughly analyze our cases, we would 
be able to foresee relief of these symptoms fol- 
lowing the rectal operation and to directly con- 
nect the two. 

Several years ago at a medical meeting in Chi- 
cago, the then unknown and unusual statement 
was made setting forth the fact that a focus of 
infection in one part of the body might be re- 
sponsible for the chronic inflammation or infec- 
tion of some distant organ or organs. Dr. J. B. 
Murphy, upon hearing this startling statement, 
said, “This is an epoch-making discovery and will 
revolutionize our ideas of diagnosis and treat- 
ment of obscure infections.” Since that time it 
has been definitely established that a small focus 
of infection might destroy the patient. The den- 
tists have taught us the important lesson of focal 
infection in connection with teeth and it has been 
a very valuable one. A small area of infection 
at the root of a tooth often causes severe systemic 
disturbances. The nose and throat men have 
taught us to look for the source of infection in 
the tonsil, and this has been a valuable lesson. 
Many obscure cases of so-called rheumatism have 
gotten well and remained well, after the removal 
of an apparently normal tonsil. It is true that 
many teeth, and not a few tonsils, have been sac- 
rificed to no avail in our enthusiastic search for 
hidden foci of infection. Still progress has been 
and is still being made along these lines. Now, 
if a small abscess at the root of a tooth, or a 
small abscess in the crypt of a tonsil, can and 
does cause so much systemic disturbance by meta- 





*Read before the Section on Surgery, Illinois State Medical 
Society, May 22, 1929. 
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static infection to other parts, what would one 
expect from an infected area of several square 
inches, as often occurs, in rectal cases? The 
average practitioner who diligently seeks for 
foci of infection in the teeth or tonsils does not 
even take the trouble to examine the rectum, and 
if the patient complains of rectal trouble, the 
physician gives him a pill to clean out his bow- 
els and imagines that he has done his duty to- 
wards the patient. This is not the fault of the 
general practitioner, but the fault of the proc- 
tologist for his lack of teaching ability. The 
dentist the nose and throat man, have taught 
the profession to look for and discover sources 
of infection in their fields. We, the proctolo- 
gists must do the same. 

There is a direct column of blood, an inverted 
cone so to speak with the base at the liver and 
the apex at the rectum. Imagine the effect of 
septic absorption into the blood stream at the 
rectum. This infection is carried to the liver 
and there destroyed if the liver is able to de- 
stroy it. All that is not destroyed by the liver 
is ready for metastatic infection to the different 
organs of the body. 

In discussing the systemic effects that follow 
a successful rectal operation for any condition, 
we must get back and simply review the symp- 
toms produced by the original condition. One 
cannot expect to cure all ills by operating on the 
rectum, but many times effects are produced by 
the operation which the patient nor the phy- 
sician connect in any way with the pathology 
present. We are, perhaps, more often surprised 
in treating anorectal fistula than in any rectal 
condition. The manifestations which usually 
precede anorectal fistula cause more acute suf- 
fering and constitutional disturbance than per- 
haps any other condition of the anal region. 
There may be itching, severe chills, loss of ap- 
petite, furred tongue, high temperature, fast 
pulse, constipation, bladder symptoms and a con- 
stant, agonizing, throbbing pain. The nervous 
symptoms, those of anxiety and general nervous 
fear, are often of a severe nature, due to a small 
rectal fistula. Prostatic involvement may take 
place. A great many of these symptoms are not 
readily connected with the pathology present in 
the rectum. The surgical treatment in anorectal 
fistula should and will if properly accomplished 
relieve the above symptoms. 
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Usually hemorrhoids produce local symptoms 
and their surgical removal does not have such 
a profound systemic effect upon the patient, al- 
though in some cases there may be an infection 
in the liver as a direct metastasis from the in- 
fected hemorrhoid. It is my firm belief that 
many cases of infected gall-bladders originate 
from an infected thrombotic pile; also ulcers of 
the duodeum. In this connection. let me recite 
just one instance. The patient, a woman, 47 
years of age, suffering from severe cramp-like 
pains in upper right quadrant of the abdomen, 
tenderness over gall-bladder, jaundice, vomiting 
and constipation. Urinalysis negative; tempera- 
ture varied from normal to 100 or thereabout. 
Upon examining the rectum we found a severe 
case of thrombotic internal hemorrhoids. The 
general condition of the patient was decidedly 
unfavorable for operative procedure. The case 
was diagnosed as an infected gall-bladder, catar- 
rhal in type. We did not expect to find gall- 
stones as this was her first attack of this trouble. 
In order to improve the patient’s general condi- 
tion and to prepare her for a gall-bladder opera- 
tion, we removed the hemorrhoids under local 
analgesia, and cleared up the rectal pathology. 
From that time on her symptoms began to im- 
prove; her general condition rapidly grew bet- 
ter; her jaundice cleared up and in a short time, 
she felt so good that she refused further opera- 
tive treatment. This occurred four years ago. 
This woman has been under observation at fre- 
quent intervals since that time. She has been 
in perfect health, no recurrence of jaundice, 
vomiting, nor any of the other symptoms of her 
gall-bladder attacks of four years ago. This case 
has been a mystery to me, in that such wonder- 
ful results were obtained by such a slight opera- 
tive procedure. I am unable to explain just how, 
or what produced these results, unless it was a 
metastatic infection to her gall-bladder from 
these infected hemorrhoids, and by removing the 
focus of infection at the rectum, nature promptly 
cleared up the gall-bladder. 

My object in writing this paper and present- 
ing it for your consideration is, first of all, to 
stimulate rectal surgeons and especially men who 
devote their time largely to this work, to a 
keener realization of their responsibility to the 
profession as a whole. It is incumbent upon 
proctologists to teach the profession the lesson 
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of metastatic infection from the anorectal region, 
just as our friends the dentists, and nose and 
throat men have taught that many infections to 
distant parts of the body originate in their re- 
spective fields. The second object in mind was 
to emphasize the importance of a rectal exam- 
ination in every case of obscure findings. In 
fact no patient should be considered as having 
had a thorough examination without examining 
the rectum. Many cases of rectal pathology are 
not discovered, not because they are hard to find, 
but because they are not examined at all. When 
the importance of metastatic infections of the 
anorectal region is fully understood every case 
presenting itself to the physicians will be ex- 
amined thoroughly for rectal pathology. 


DISCUSSION 


Dr. C. Martin, Chicago: As has been illustrated 
by the case reported, anal infection may result in sec- 
ondary disease elsewhere. 

The usual site of the secondary symptoms is in the 
muscles and joints and generally in the region from 
the sacrolumbar articulation to the knees. And _ the 
usual type of anal or ano-rectal disease which gives 
symptoms or signs elsewhere is a suppurative process, 
ordinarily an abscess or fistula. A case in point is this: 
A youth having an acute arthritis without other dem- 
onstrable cause, which repeatedly occurred only when 
the drainage from a fistula-in-ano became blocked and 
an abscess formed. A number of equally definite cases 
have been reported. Muscular and joint pains have 
been eliminated by the removal of peri-anal suppuration 
in a number of instances. 

The discussion of anal and lower rectal inflammation 
without suppuration opens a phase of the subject which 
is too involved to be discussed here. 

Attention should not be directed to the anus as a 
frequent source of focal infection. As an occasionally 
overlooked source, it certainly does deserve attention. 

Most cases of fistulae and abscesses in this region 
cause enough trouble so they can not be easily over- 
looked, and it is the exception rather than the rule 
that their secondary symptoms are more evident than 
the local symptoms. However, in the old fistula with 
but little discharge, the patient may neglect to speak of 
it; close inspection may be required to discover it or 
the patient may minimize a condition he has grown ac- 
customed to. 

The anus and lower rectum are not frequent foci 
but they unquestionably are foci at times and are 
sometimes overlooked. 

Dr. Edward H. Ochsner, Chicago: It seems to me 
the lesson we are to learn from this paper is that we 
must look for the source of infection everywhere in 
the body. I think one of the criticisms of medicine is 
that we are so apt to overemphasize some one point. 
For a time our interest was all in the tonsil, then 
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for a time it was in infected teeth. That the Doctor 
has called attention to the fact that there are some 
other sources of infection than these is the most vital 
lesson to be learned from his paper and the one he 
wants us to learn. 

There is one question the paper brought up and that 
is the question in reference to the relation of infection 
of the gall-bladder to rectal infection. The late Dr. 
Gustav Futterer made some very interesting experi- 
ments along this line, experiments that never received 
the publicity or attracted the attention that I think 
they deserved. He injected a certain pathogenic micro- 
organism into the vein of the dog. 

I have forgotten what particular microorganism he 
used but it was one that was both pathogenic and had 
certain definite staining qualities. He found that within 
fifteen minutes after injecting the microorganism into 
the vein of the dog, this microorganism appeared in the 
bile of that experimental animal. These references 
show that the liver is one of the great scavengers of the 
body, that the liver is able to eliminate a great deal of 
septic infection provided that there is no obstruction to 
the outlet of the gall-bladder. The minute there is 
some obstruction to the outlet of the gall-bladder or 
if the infection is so intense that the mucous membrane 
becomes infected, then the gall-bladder and bile ducts 
get into trouble. 


ECTOPIC PREGNANCY* 
Epwarp ALLEN, M.D., F.A.CS. 
CHICAGO 

Current obstetrical and gynecological litera- 
ture contains the results of many investigations 
as to etiology, source of bleeding, decidual for- 
mation, and mechanics of extra-uterine preg- 
nancy. The final solutions of these problems 
when found will undoubtedly aid us greatly in 
our diagnosis and treatment of this condition. 
However, until these added factors are given 
to us, ectopic pregnancy will still remain one 
of the commonest acute abdominal crises in 
women that we are called upon to diagnose and 
treat. With this in mind, I would like to bring 
before you for your consideration some of our 
experiences with ectopic pregnancy. None of 
the procedures are new but are only a correla- 
tion of the experiences of others which has, we 
think, enabled us to deal with these emergencies 
a little more efficiently than in previous years. 

In searching back over the case histories of 
our ectopic pregnancies and also in talking with 
my surgical and medical friends, it has seemed 

*Read before the Section on Surgery, Illinois State Medical 
Society, Peoria, May 22, 1929. 


*From the Department of Obstetrics and Gynecology, Pres- 
byterian Hospital, Chicago. 


June, 1930 


to me that most of our errors in diagnosis were 
the result of one of three factors. These fac- 
tors in order of their importance are first, in- 
accurate history of the present complaint, second, 
not thinking in terms of pregnancy, and lastly, 
hesitancy in diagnosis and treatment by the 
vaginal route. 

I believe that at least ninety per cent. of 
ectopic pregnancies can be diagnosed by means 
of an accurate history alone. The inaccuracies 
often found in the history are not by any means 
always the fault of the attending physician. 
Patients are very often so indefinite about the 
sequence of events in their illness that it is 
almost impossible to obtain symptoms in their 
proper relations and importance. However, if 
the physician is thinking in terms of pregnancy 
many of these difficulties will clear immediately 
on repeated questioning. I refer here particu- 
larly to the symptoms of extra-uterine pregnancy 
in order of their importance, irregular bleeding 
pain and amenorrhea. 

I am convinced from a study of the histories 
of patients coming to us with an ectopic preg- 
nancy that the history of irregular tleeding is 
the commonest diagnostic symptom. It is true 
that occasionally we encounter a case of ectopic 
pregnancy in which irregular bleeding has not 
occurred. ‘These cases are, however, the rare 
exception rather than the rule. Any woman in 
the child bearing age who comes to us complain- 
ing of irregular bleeding should be a suspect 
ectopic pregnancy until proved otherwise. If 
this irregular spotting has been preceded by a 
period of amenorrhea even of a few days’ dura- 
tion, the possibilities of an ectopic pregnancy 
being present are increased a hundred fold. In 
this connection is where close and intelligent 
questioning of the patient is of paramount im- 
portance. Any bleeding from the vagina to most 
women is menstruation. This is especially true 
if it occurs at or about the expected menstrual 
time. Unless the patient is asked specific ques- 
tions as to the time of onset, duration and 
amount, she will honestly think that her last 
menstrual period was on time instead of two 
days early or four days late, or that the flow 
occurring at the regular menstrual time was only 
one-half the usual amount or duration. Several 
of our patients have begun to bleed irregularly 
two to three days before the expected date of the 
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next regular menstrual period. The majority, 
however, have had a _ varying period of 
amenorrhea. 

The bleeding from ectopic pregnancy usually 
takes the form of a spotting of blood. The blood 
lost is practically always less in amount than the 
regular menstrual flow. The more profuse the 
bleeding that occurs in a suspected extra-uterine 
pregnancy the more apt it is to be instead a 
threatened uterine abortion. 

Pain is undoubtedly the next most important 
symptom and usually the one that causes the 
patient to call her physician. The usual text- 
book description of a sharp stabbing or lancinat- 
ing pain is not at all typical in early or often 
even in late cases of extra-uterine pregnancy. 
Pain of this type is most often conspicuous by 
its absence. In fact, a few patients who have an 
unruptured ectopic pregnancy are not conscious 
of any discomfort. The acute pain accompanied 
by symptoms of shock in extra-uterine preg- 
nancy is prima facie evidence of rupture and 
internal bleeding. In many cases the cramp- 
like pain in the lower quadrant is mistaken for 
and described as gas pains. The patient is often 
unable to distinguish these cramps from ordi- 
nary bowel spasms. Her medical attendant may 
dismiss them as unimportant in the present com- 
plaint because they have been present for months 
or years. Later he may be rudely awakened by 
the typical text-book pain to find his patient 
with an abdomen filled with blood and in ex- 
treme shock. Pain on defecation is quite a com- 
mon but often a misleading symptom. The ex- 
quisite pain that can often be elicited on move- 
ment of the cervix, or elevation of the uterus is 
frequently found in other conditions such as in- 
flammatory lesions and is therefore not diagnos- 
tic. Much too frequently extra-uterine preg- 
nancy is operated upon for gall-bladder disease 
because the patient complains of pain in the 
shoulder and a slight jaundice. The shoulder 
pain is referred diaphragmatic irritation from 
intra-abdominal bleeding and the icteric tint to 
absorbed blood pigment. 

I have mentioned in the previous paragraphs 
what seems to me the next most common error 
made in dealing with tubal pregnancy. It is 
neglecting to count any woman in the child- 
bearing age who comes to us complaining of 
irregular bleeding, associated with discomfort 
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between the navel and the vulva as a possible 
ectopic pregnancy until we have proved her other- 
wise. How many times have all of us said or 
heard others say postoperatively, “the chance of 
its being a pregnancy never entered my mind.” 
Errors of this kind are especially apt to occur in 
the histories of those patients who wilfully or 
unwittingly lead us astray by withholding impor- 
tant points in their history. I speak particu- 
larly of illegitimates or multipara. Multipara 
have often ceased keeping accurate account of 
their menstrual habit and think they should 
know how they would feel if pregnant. 

The third point that I have in mind is the 
use of a routine vaginal examination and col- 
potomy incision for diagnosis or treatment. I 
have encountered several instances in which the 
attending physician had neglected to do a va- 
ginal examination because the patient had told 
him she was menstruating. Some of these pa- 
tients had been given ergot on account of irregu- 
lar menstruation. 

Interpretation of vaginal findings is often very 
difficult. If, however, we bear in mind certain 
distinctive points and correlate them with an 
accurate history, the difficulties are correspond- 
ingly decreased. We should remember that while 
the signs of pregnancy, such as softening of the 
cervix, pigmentation, nausea and breast changes, 
are often present they are usually much less 
marked than in uterine pregnancy. Our text- 
books leave us with the impression that the 
uterus may be and often is as large as a four 
months’ uterine pregnancy. I think that this is 
rarely so. I believe that we may safely say that 
the possibility of a pregnancy being uterine is 
in direct proportion to the size of the uterus. In 
fact, a uterus may be palpably smaller than nor- 
mal in a case of tubal pregnancy. This is due to 
the fact that the same condition which causes a 
small or infantile type of uterus seems to pre- 
dispose to extra-uterine implantation. 

One need not always palpate a swelling in the 
region of the tube to diagnose the presence of an 
ectopic pregnancy. Our records contain many 
cases of this type. They were diagnosed pre- 
operatively and operated upon vaginally. The 
complete ectopic sac was no larger than the dis- 
tal phalanx of the thumb or index finger. Even 
in these cases a small amount of free blood was 
found in the pouch of Douglas. 
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It is often impossible to distinguish an early 
threatened uterine abortion, a low grade salpin- 
gitis or a persistent corpus luteum cyst from an 
extra-uterine pregnancy by palpatory or clinical 
signs alone. The consideration of this differen- 
tiation brings us to the points in diagnosis and 
treatment I would like to emphasize. 

The treatment of ectopic pregnancy is surgical 
removal. There is no doubt that a few patients 
recover after a varying period of ill health from 
an extra-uterine pregnancy. This condition, 
however, is potentially so acute we dare not 
depend upon this outcome. 

Prompt diagnosis and operative removal as 
early in the course of the disease as possible is 
imperative. Symptoms of abdominal hemorrhage 
occurring in an extra-uterine pregnancy which 
has been placed under observation is evidence of 
slipshod diagnosis. 
ectopic implanation causes definitely more de- 
struction of normal, tubal or ovarian tissue by 
syncitial invasion. Early operation allows con- 
servatism in these women in the childbearing 
age. Unless specifically contraindicated we have 


Prolonged growth of an 


preserved all the normal tissue possible. includ- 
ing the stump of the affected tube. Thirty-five 
per cent. of these cases have subsequently become 
pregnant. Fifty per cent. of these pregnancies 
were normal and the other half were extra- 
uterine. We feel that the results are worth the 
added risk. 

The patients who consulted us after symptoms 
of acute abdominal hemorrhage and shock had 
appeared were operated upon by straight laparo- 
tomy at once. The usual supportive measures 
such as blood transfusion, hyperdermoclysis and 
fluids by bowel were begun while the patient was 
being prepared for operation. 

Diagnosis was verified and treatment carried 
out on the remaining group of patients by the 
following procedure. 

Dilatation of the cervix and curettement of 
the uterus was first done to rule out or take care 
of a disturbed uterine pregnancy. A uterine 
pregnancy abnormal enough to cause the symp- 
toms we have referred to should we believe be 
interrupted. If, however, the uterine cavity did 
not reveal sufficient evidence to account for the 
irregular bleeding, pain or amenorrhea, an inci- 
sion was made in the posterior fornix through 
the vaginal mucous membrane. After all bleed- 


June, 1930 


ing points had been secured the peritoneum was 
opened. In all but two instances in our series 
of cases old blood could be definitely demons- 
trated in the culdesac. The amount of this old 
blood varied from a few drams to bleeding that 
required quick closure of the colpotomy incision. 
Colpopuncture could not have demonstrated the 
old blood in those patients where the smallest 
amounts of blood were found. Lach step in col- 
potomy is accurate because at all times the field 
is visible. There are no blind spots in posterior 
colpotomy. 

In the two patients where blood could not be 
demonstrated in the culdesac we were able in 
one of them to bring the ectopic sac down into 
the incision and remove it vaginally. In the 
other patient old adhesions prevented the spilled 
blood from reaching the culdesac and held the 
pregnant tube high in the pelvis. This patient 
was laparotomized and a tubal pregnancy about 
the size of an English walnut removed. Diag- 
nosis in this case was based on a very accurate 
history and the negative uterine scrapings. If 
a large amount of blood escaped from the col- 
potomy opening or the ectopic mass was too 
large or too difficult of exposure, the colpotomy 
incision was closed and removal completed by 
laparotomy. The postoperative recovery of this 
combined procedure was less complicated than 
that of a comparable series operated upon in 
previous years by straight laparotomy. 

We were able to remove twenty-nine per cent. 
of all our extra-uterine pregnancies through the 
colpotomy incision. The convalescence of these 
patients was shortened by several days. The 
postoperative course was marked by far less dis- 
comfort than those patients operated upon by 
laparotomy alone. 

The postoperative morbidity of those patients 
operated upon by the combined abdominal and 
vaginal procedure was as uneventful as those 
operated upon by straight laparotomy. 

We have not had a mortality from ectopic 
pregnancy since this procedure was inaugu- 
rated. 

We have several times mistaken low grade 
tubal infections with swelling in the tube and 
metrorrhagia for ectopic pregnancy. The patient 
was saved abdominal section by colpotomy inci- 
sion. The course of the disease was not influ- 
enced by the necessary manipulation. 
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Colpotomy incision also enabled us to defi- 
nitely diagnose and treat, with minimal discom- 
fort, those patients complaining of symptoms of 
ectopic pregnancy which were caused by persist- 
ent corpus luteum cysts. 

In conclusion may I stress again the following 
points: First, an accurate history is essential in 


the diagnosis of extra-uterine pregnancy. Sec- 
ond, extra-uterine pregnancy must always be 
ruled out in any patient who complains of irreg- 
ular bleeding during the childbearing years of 
her life. Third, early diagnosis is imperative and 
can be safely facilitated by the routine use of the 
colpotomy incision. Fourth, early diagnosis will 
enable us to remove a large number of ectopic 
pregnancies through the vagina. 


55 Kast Washington Street. 





CERTAIN FACTORS INFLUENCING THE 
MENTAL HEALTH OF COLLEGE 
STUDENTS 


J, Howarp Bearp, M. D. 
URBANA, ILLINOIS 


As every individual is the resultant of his 
heredity and environment, as the plastic, pre- 
school years are those which have the greatest 
influence upon character, and as forces of elim- 
ination and selection have been operative during 
the twelve years of the public schools, the stu- 
dent with a normal heredity from a happy home 
enters college with few complexes, fewer un- 
wholesome repressions, and no special problems 
for the authorities of the institution. He makes 
his own adjustments without difficulty, keeps up 
with his class, gets along with his instructors, 
and usually plays his part in college with a fair 
degree of success. 

_ Because such a fortunate combination and 
happy outcome are by no means always the case, 
I desire to point out certain influences which un- 
dermine or promote the mental health of col- 
lege students—factors which effect their effi- 
ciency, shape their character, hold them to high 
or ignoble purposes and carry over into life as 
determiners of success or failure. 

Heredity and Environment.—Heredity con- 
tains great potentialities for physical, intellect- 
ual and emotional development, but birth ren- 
ders it a closed chapter except as it may prove 
an asset or liability for the individual, his par- 
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ents, his teachers and society. Obviously, a col- 
lege can do nothing about it in the student who 
requests admittance; it can only admit or re- 
ject him. 

Environment alone offers hope and opportu- 
nity for growth. It has extensive possibilities of 
modifiability which will not only effect body 
structure and function, but thinking. feeling and 
striving. Upon this fact is based the theory and 
practice of education in its attempt to improve 
human intellect and character. Euthenics rather 
than eugenics is the opportunity of the college 
to produce more stable, wiser and better citi- 
zens. 

The problem student is usually home made. 
Upon parents rests the greater part of the bur- 
den of making surroundings wholesome and 
training effective in developing well rounded and 
socially useful lives. The mental environment 
of the preschool child is the creation of his par- 
ents. Faulty or good mental habits are the 
most deeply furrowed in the mind during the 
plastic first five years of life. If during this pe- 
riod the normal desires of the child for self-ex- 
pression and self-satisfaction are reasonably 
gratified, facility in adjustment and cooperation 
are developed. If such normal trends are firmly 
suppressed not infrequently the child acquires an 
inclination toward resistance, and contrariness 
which may handicap it for the rest of its life. 

It is in the home that the child gets tendencies 
to extreme dependence and behavior which pre- 
vents it from going to persons whose attitudes 
are more impartial than its indulgent parents. 
In this way, traits of character are often culti- 
vated which destroy initiative and which hamper, 
if they do not incapacitate the individual, until 
he is unable to make a courageous, aggressive at- 
tack upon his environment. Stanley Hall had 
in mind the evil fruits of parental indulgence 
when he declared, “Being an only child is a dis- 
ease within itself.” 

Divided, unhappy homes, and divorced parents 
are frequently responsible for the maladjustment 
and psychoneurosis of the problem student. 
Faulty conflicts and complexes have their origin 
in an association with a neurotic mother, a des- 
potic father or both. Undisciplined adults are 
a burden to themselves and their friends, but the 
child who lives with them is fortunate indeed, if 
he escapes without mental peculiarities. Unless 
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mental hygiene includes the parents and home 
life of prospective students, it vainly mops the 
floor without turning off the spigot. 

At school the child meets the first impersonal 
atmosphere and must stand upon his own merits, 
cultivate objectivity, and adjust himself to the 
desires of others. In it, forces are at work which 
not only train and develop him but may 
through improper methods, premature forcing 
and unwholesome surroundings prove detri- 
mental. The public school system not only pre- 
pares for college, but it eliminates those whose 
mental capacity and traits of character are not 
readily adjustable to the demands of higher edu- 
cation. 

The Prospective College Student. The young 
man or woman who requests admission to col- 
lege is thrice picked, the survival of many adjust- 
ments. Of one hundred pupils entering the first 
grade only seven will reach college; education- 
ally, more than 93 per cent. fall by the way- 
side for one reason or another. In the presence 
of such facts, it seems not illogical to assume 
that handicapping deficiencies of the mind due 
either to heredity or to environment will force 
the potential student into the $3 per cent. group 
rather than permit him to attend college after 
running the gauntlets of the primary, grammar 
and high schools. 

When admitted to college, the student has met 
more or less successfully the difficulties of twelve 
years of education, has satisfied the accepted 
standards of modern, pedagogy and is presumably 
ready for the next step in his training. As com- 
paratively few freshmen have been class repeat- 
erg, their matriculation is a certificate of aver- 
age physical and mental health. Where the in- 
stitution requires a high school average of 85, 
as a prerequisite to entrance, the selective and 
eliminative influence of the public school system 
is further accentuated. 

As the average age of college men on matric- 
ulation is eighteen and college women, nineteen 
years, they have passed through the greater part 
of adolescence with its emotional conflicts and 
all its floundering to achieve balance between 
desire and repression and are approaching the 
relative stability of post-pubescence. Their 
mental “make-up” is pretty well fixed after 
eighteen years of moulding. College may culti- 
vate such minds but their remodeling is not en- 
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tirely unlike converting a structural scoliosis 
into a posturally perfect spine. 

The greater the student’s physical fitness, the 
fewer his nervous problems. Other things being 
equal, physical efficiency and mental vigor go 
hand in hand. Physical defects, enlarged ton- 
sils, albuminuria, ete., are more common in the 
mentally abnormal than normal. Students whose 
nervous instability, sensitiveness, and unusual 
reaction to environment are due to dysfunction 
of endocrine glands are unlikely to obtain perma- 
nent adjustment to the demands of college life. 


College Complexes. College is not a place 
which gives rise to a high percentage of mental 
difficulties. There are too many forces in it con- 
ducive to sanity to permit many permanent mal- 
adjustments. The student unable to orientate 
himself promptly and to find a satisfactory con- 
tact from which to become accustomed to his 
new surroundings is most unlikely ever to de- 
velop into an efficient, aggressive member of so- 
ciety. 

There are numerous agencies in large colleges 
and universities busily engaged in putting the 
student in touch with his environment in such a 
way that he hardly needs to do more than to 
take an interest and work to be successful. The 
deans of men, of women, and of the various col- 
leges, the athletic directors through intramural 
and intercollegiate athletics, the health services, 
bands and glee clubs, the student unions, wom- 
en’s clubs, Y. M. C. A., Y. W. C. A., the churches 
and their social centers, sororities, fraternities, 
vocational conferences, literary clubs, fireside 
forums, class smokers, “get acquainted” organ- 
izations, “start right” camps, adjustment lec- 
tures, etc., are all forces making it easier for the 
student to find himself. 

In some institutions at least there may even 
be some ground for the criticism that so much 
effort is made by so many people to fit the stu- 
dent into his environment and give him a proper 
start that facility in adjustment is sometimes ob- 
tained by a corresponding loss in initiative and 
self-reliance, qualities essential to successful 
living. 

Some students if left entirely to themselves 
will become homesick, discouraged, depressed, or 
the victims of a poor schedule of living. Others 
may have disappointments and difficulties due to 
poor cultural and scholastic preparation but a 
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dozen agencies are present to give them help, 
seek employment for them and render assistance 
in meeting their problems. Physical handicaps 
may prove “thorns in the flesh” for them but 
medical consultation and arrangement for atten- 
tion by specialists can be made at the health serv- 
ice station. Financial difficulties may be a 
source of harassment and embarrassment but in- 
crease in the number of scholarships and the 
amount of the loan funds for deserving men and 
women are rendering this problem less acute each 
year. 

The problem of sex is much less difficult than 
twenty years ago. Each generation has had to 
meet it but none has been so well prepared to 
do it as the present. Instruction in biology in 
the high school, the availability of pamphlets 
dealing with the subject for various ages, the 
greater appreciation of parents of their respon- 
sibility in teaching their children the facts of 
sex, the instruction in the subject in college hy- 
giene, the greate: frankness of the age, and the 
opportunities in co-educational institutions for 
wholesome companionship between members of 
the opposite sex are highly constructive forces 
in dealing with an eternal question. 

A student may experience unrewarded love 
but a co-educational school provides too much 
evidence of there being as good fish in the sea 
as ever were caught for a normal young man 
or woman to remain permanently handicapped 
by a one-sided love affair. Co-education may be 
conducive to romance but it is a great preventive 
for lop-sided emotionalism and for crudity. The 
lack of companionship of the opposite sex has a 
tendency to restrict the development of the high- 
est mental and social qualities. The great prob- 
lems of life are solved by man and woman to- 
gether rather than either alone. The daily con- 
tact of the most promising young men and 
women of the state and nation under most fa- 
vorable circumstances have eugenic and euthenic 
possibilities which justify the assertion of Dor- 
sey, “Co-education is sanitary education.” 

Some students may indulge their vital powers 
in trivialities, may lose the whole in particulars, 
or may live for show instead of for service but 
no place is superior to a well conducted college 
in opportunities for catching a vision of social 
obligation, to discover the means for realizing 
it or to find the niche into which may be best 
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fitted the ability and temperament of the in- 
dividual. 

The drop from the dizzy heights of a high 
school senior to the abyssmal insignificance of a 
college freshman may prove a strain upon the 
psychoneurotic or hypersensitive youth but for 
the normal boy or girl it is just another adven- 
ture. Even the former usually learns promptly 
frustration is not without its compensations. 
Sometimes the student hitches his car to a star 
instead of to the best grade obtainable and as 
a result suffers disappointment, depression and a 
sense of inferiority. More conservatism in par- 
ental expectations and a few words of commen- 
dation from college instructors will make his 
metamorphosis from the shark of the high school 
pond into the minnow of the college sea, a pleas- 
ant experience instead of a conflict. 

Some students feel acutely the stress of the 
breaking of home ties, but their nostalgia is usu- 
ally of short duration. The attractiveness of 
extra-curricular activities, the availability of the 
long distance telephone, good roads, the athletic 
events, Homecoming, Dads’ and Mothers’ Days 
and the usual holidays bring the student and his 
family together so often that homesickness is no 
longer an important factor in the maladjust- 
ment incidental to college life. 

The freshman faces the problem of making 
friends and not being lost in the crowd. In the 
large college this is the relatively simple matter 
of looking up a classmate or some other graduate 
of the high school of his home town whom he 
may have known since entering the first grade. 
Making the acquaintance of his roommate, the 
student sitting next in class and those living in 
the same lodging house or fraternity is gener- 
ally only a question of a few days. The timid, 
“shut-in” type of student may be slow in getting 
to know others, but in a short time he will be 
sought by a college, social or church organiza- 
tion and become adjusted or be brought to the 
attention of the proper administrative authority. 

Religious perplexities, economic skepticism 
and social doubts are the inevitable results of 
higher education with its consequent broadening 
of the student’s horizon, the increasing of his in- 
sight and the presentation of old and new con- 
ceptions in clear contrast. 

No man offers a young individual more con- 
structive help in dealing with religious conflicts 
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than the churches, their foundations, the Y. M. 
C. A., and Y. W. C. A., to be found in a college 
community. The staffs of these organizations are 
highly educated, broad-minded, tolerant, devout 
men—experts in keeping the interpretation of 
religion abreast with scientific progress, a 
broader economic outlook and a changing social 
order. 

Discussions and forums on “up to date topics” 
and “burning issues” led by students, faculty 
members religious leaders and men of national 
reputation are almost daily available in lecture 
room or social center. If higher education un- 
dermines and overthrows old ideas, it does not 
fail to provide many agencies to clear away the 
debris and erect nobler concepts in their place. 
The college man of today has five helps where 
his father had one in making the transition from 
the old to the new outlook on life. 

The less serious college complexes revolve 
around “Greek Letters”, “Dates,” athletics, ex- 
tra-curricular activities, grades, and excessive 
parental solicitude. These rarely become suffi- 
ciently fixed or intense enough to be pathologic. 
In co-educational institutions where fraternities 
are numerous, “wall flowers” are rare, social 
events are many and every one has a chance to 
go in for something on the outside or into ath- 
letics each student gets an opportunity to find 
in a large degree the prominence he craves in the 
college community. 

If unsatisfactory grades are the cause of the 
student’s inability to attain mental equinimity, 
he automatically becomes of special interest to 
his instructor, his class advisor, the dean of his 
college and the dean of men. From such atten- 
tion, adjustment is almost certain to follow if 
the student will work. 

In a small percentage of cases, solicitous par- 
ents who have forgotten their own youth and 
who do not appreciate that their children are 
nearly grown when they enter college, cause their 
sons and daughters unhappiness, render them in- 
efficient and upset them mentally. As some par- 
ents are too old to learn, the complex they cre- 
ate continues until it becomes a fixity. 

Prophylaxis. Mental prophylaxis in college 
students is a four-fold problem: 1. teaching hy- 
giene, 2. provision of an adequate environment, 
3. alertness and sustained effort to insure both 
instruction and surrounding being effective, 4. 
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opportunity for a consultation with a psychia- 
trist for those who need it. 

The better the teaching, the more wholesome 
the environment and the greater their practical 
value, the fewer the students who will need psy- 
chiatry to rescue them from the danger of psy- 
choneurosis or to treat them for mental abnor- 
mality. 

Loss of sleep, malnutrition, overwork, im- 
proper methods of study, insufficient exercise, in- 
sanitary surroundings and lack of recreation 
predispose to mental disturbances. Toxemia 
from infectious diseases, too early resumption of 
studies in convalescence, and dysfunction of en- 
docrine glands are responsible for certain cases 
of depression and mental abnormality. The 
knowledge and practice of hygiene will not only 
prevent mental disorders but will make it pos- 
sible for the individual to escape the neurasthe- 
nia and psychasthenia commonly called by the 
college man, “nervous breakdown.” 

The monotony of daily routine, disappoint- 
ments, fears and conflicts are not removed by 
telling the student not to worry but they are 
amendable to recreation, encouragement and ac- 
tual help from the proper individual and organ- 
ization. Once his difficulties are made known 
they are not only cut in two but they rarely es- 
cape solution. For the “shut in” personality, a 
friend “redoubleth joys, and cutteth griefs in 
halfs.” Sleep and rest often give a new outlook 
and time taken to think things through fre- 
quently proves a balm to a drooping spirit. 

Mental hygiene in college students is a co- 
operative enterprise of the faculty, administra- 
tive officers, directors of extra-curricular activi- 
ties, religious organizations, lodging house keep- 
ers and students. With these agencies working 
together, the student who has survived the se- 
lective effect. of twelve years education in the 
public schools will rarely fail in college because 
of mental conflicts, complexes or maladjustment. 

It is not practical, certainly not desirable that 
adjustment should be continuous nor standard- 
ized. ‘The mind like the teeth requires rough- 
age to be vigorous. The attempt at production 
of “die cut” individuals ignores the Aristotelian 
observation, “No excellent soul is exempt from 
a mixture of madness.” Thought, feeling and 
behaviour must have latitude to escape standard 
patterns which would rob many delightful per- 
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sonalities of the splendor and charm of the vari- 
ous hues of their many sides. 

Adjustment is dynamic not static; a process 
not a state. Development is a series of com- 
promises between the needs and desires of an 
individual and the demands of his environment. 
Youth must be surrounded by encouragement. 
The college and the church must recognize and 
supply its need for an interrpetation of life, sci- 
ence, social theory, ethics, philosophy and reli- 
gion. It must be given such an understanding 
of sex and human behavior as will enable it to 
face its own craving and inferiorities without de- 
veloping personal or social handicaps. It must 
have safe freedom to develop, to discuss, to think 
and to make mistakes. For only from such lib- 
erty, hope and kindly help will it find the truth 
and the way which leads to the abundant life. 





THE FIVE MOST COMMON ERRORS IN 
OBSTETRIC PRACTICE* 


GrorcE Kirpy Sims, B. Sc., M. D. 
Attending Obstetrician, Washington Park Community Hospital 
CHICAGO 


In a paper which I read before the Clinical 
Conference of the Washington Park Community 
Hospital in October, 1928, “Occipitoposterior 
Positions in Labor,’ I enumerated the points 
which have been referred to by one of the pro- 
fessors of obstetrics at Northwestern University 
Medical School as the five most common errors 
in obstetric practice namely : 

1. The lack of a complete obstetric diagnosis. 

2. <A lack of the knowledge of, or a failure to 
appreciate, the real principles of asepsis and an- 
tisepsis. 

3. Ignorance of the course of occipitoposterior 
positions. 

4, Operating before dilatation of the cervix is 
complete. 

5. Neglect of the mother and baby during 
labor because of inability to appreciate the patho- 
logic dignity of the art of obstetrics. 

Briefly, let us consider each of the above 
points. But the consideration will of necessity 
be brief, since we could easily spend our allotted 
time on any one of them. First of all, let us 





*Read at the 70th Annual meeting of the Missouri. State 
Medical Association at Sedalia, Missouri, and formerly pub- 
lished in the monthly Bulletin of the Jackson Park Branch of 
the Chicago Medical Society. 
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take up the matter of a lack of a complete obstet- 
ric diagnosis. Apropos this very thought I am 
sure you all know, at least by reputation—and 
some of you personally—a great surgeon whom 
I have in mind, Christian Fenger. He once said 
that any fool can learn to cut, but it takes real 
judgment to make a diagnosis. And the longer 
we practice medicine, the more wisdom will we 
recognize in this statement. 

When a woman comes to engage one of us to 
attend her in a future labor—I say us because 
we have all sinned and come short of the glory 
of doing our best in our work—how many make 
an examination such as will enable cne to an- 
swer these questions: 

1. Are the pelvic measurements, external and 
internal, normal ? 

2. Has the patient a good heart? 

3. Are her kidneys sound ? 

4. Has she infective foci in her body? 

5. Is there evidence of syphilis? 

6. Is the general physical condition of the 
patient sufficient to enable her to withstand the 
stress and strain of labor? 

How many of us can answer all these ques- 
tions in every case? Let us consider the first of 
them: Has the woman a normal pelvis? Of 
course this comes under the head of diagnosis. 
Within the past few months I was called to see 
a parturient, the wife of a doctor. Think of it, 
the wife of a physician, a man who had even that 
very month been graduated from a medical 
school; at least, that was his story. He did not 
know that his wife had a strongly masculine type 
of pelvis. He did not know that the fetus occu- 
pied an occipitoposterior position. What is more 
staggering, he knew absolutely nothing relative 
to the positions which the head may occupy or 
assume in entering and passing through the 
birth canal. He knew nothing of pelvic measure- 
ments, either external or internal. And these 
latter, while they do not furnish inviolable infor- 
mation, are definitely useful and should be made 
on all primipare. I bring to your mind merely 
this one instance. Happenings of this sort, with 
its consequences, could easily be increased ten- 
fold. 

2. Has the patient a good heart? Only re- 
cently an incident which occurred in a well 
known hospital was brought to my attention, in 
which case a woman apparently in good condi- 
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tion went into labor, but just following delivery 
suffered acute dilatation of the heart and made 
her exodus lethalis. The autopsy revealed a well 
developed myocarditis. Should we not examine 
the heart closely? 

3. Are her kidneys sound? ‘Too frequently 
have we had our attention directed to a sudden 
development of eclampsia, or eclamptic toxemia, 
the prodromata of which could have been discov- 
ered had we made a thorough examination in 
the beginning of the gestation period and 
watched the patient closely throughout her preg- 
nancy. Who can forget the picture or the feel- 
ing of impending danger by the finding of epi- 
gastric pain, albuminaria and a gradually in- 
creasing blood pressure ? 

4, Has the patient infective foci in her body? 
A short time ago I read an article in which 
the essayist reported two cases which had been 
operated upon for conditions other than that 
which caused death. A post mortem revealed 
that in one case a septicemia had originated in an 
otitis media, while in the other a pyelitis had 
been the etiologic factor in the general septi- 
cemia. 

It is not infrequent that patients go into labor 
with a generalized infection, the origin of which 
may be elsewhere than in the uterus. It must 
not be overlooked, however, that the uterus can 
be infected. Even the cervix can be, and does 
become, infected through improper technic. A 
patient may have bad tonsils, carious teeth, dis- 
eased sinuses or even other infected foci—as a 
cholecystitis or an appendicitis—which may 
contribute to a general infective process. It 
is greatly to our advantage to recognize these 
before delivery and preoperatively, as well, be- 
cause of the medico-legal aspect, since the ac- 
coucher or the operator may be accused and put 
to no smal] amount of trouble and expense. As 
a general rule, however, it is not well to attack 
these foci late in pregnancy, for one can easily 
stir up an infection which may become more 
dangerous than the one he is seeking to cure. 

5. Is there evidence of syphilis? If a woman 
gives a history of a previous still birth, or if the 
husband gives a luetic history—and parenthet- 
ically one might ask how many investigate the 
personal history of the husband who engages us 
to attend his wife throughout pregnancy and 


labor? T repeat that if a woman gives the his- 
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tory of a stillbirth or late abortion, or if one 
finds in the course of his examination any of 
the well known symptoms of syphilis in the 
woman and the husband and has a Wassermann 
taken, he will then know whether to treat her 
during the gestation period. 

The question has frequently been asked that 
if a gravida gives a positive Wassermann, or a 
possibly repeated one, whether antiluetic treat- 
ment should be instituted? Unless the husband, 
also, gives a positive Wassermann I should an- 
swer in the negative. Further, if it is only dur- 
ing pregnancy that she shows a positive Wasser- 
mann and there is no other evidence of syphilis 
in her history or the finding, I would not admin- 
ister treatment for syphilis. On the other hand, 
if she has had a stillbirth and the blood Wasser- 
mann is positive, whether the blood of the hus- 
band is positive or negative, she should have 
antiluetic treatment. Moreover, it shouid be our 
aim to know, at the time we assume the care of 
a pregnancy case, whether the husband has had 
any venereal infection. Eve1 more than that, 
we should warn him not to have sexual inter- 
course with his wife during the last six to eight 
weeks of her pregnancy. ‘The bag of waters may 
be ruptured during such an act. Infection and 
death have been reported to have followed in 
the wake of this failure to advise husbands prop- 
erly. 

How nonchalantly do we supply our clientele 
with a little booklet or a set of rules, with our 
names appended thereto, setting forth our ideas 
as expressed by someone else! Of course, they 
do not always read these. If they did, it would 
fall far short of the emphasis that would be 
conveyed were we to tell it to them personally. 
We know that a woman should not take a tub 
bath during her last month of pregnancy, but 
how few of us so advise her! 

6. Is the general physical condition of the 
patient sufficient to enable her to withstand the 
stress and strain of labor? ‘There is no question 
that many of our mistakes lie in not knowing 
our patients, as well as in failing to make a 
complete diagnosis along with a prognosis of all 
the other things which could happen should we 
become neglectful of her. And I dare say that 
more than half the obstetric complications which 
confront us are due to overlooking the finesse 
in diagnosis. That we slip up, however, is quite 
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natural; especially where the cases begin to in- 
crease from year to year. They are apparently 
healthy women. Their blood pressure and urine 
are normal at the time. And one is simply in- 
clined to take for granted, in occasional cases 
at least, that everything is normal. This, of 
course, can not hold. We should make it our 
business to know these things. 

Our second mistake deals with asepsis and 
antisepsis. We all realize that ‘we have done the 
things we should not have done, that we have 
left undone those things which we should have 
done’ and that there is too much professional 
carelessness in some of our work; also, that we 
do not always carry out, nor in many iistances 
even appreciate, the finer points of these prin- 
ciples of asepsis and antisepsis. ‘Too often we 
seem to forget that bacteria are omnipresent and 
that it does not take many to kill some individ- 
uals. 

On account of a wide and rich experience 
some surgeons have become somewhat callous to 
the presence of bacterial organisms and _ have 
found that their patients have survived even ful- 
minating infections. To quote one of my profes- 
sors, “A man may be ever so clean; he may re- 
member every point through which bacteria may 
gain entrance to the body; he may wear five 
pairs of sterilized rubber gloves one on top of 
the other; he may not touch anything; and yet, 
if he does not know and practice the principle 
of asepsis and antisepsis, he is going to have a 
greater run of infection than the one who does 
know, even though the latter may be dirty.” 

You have all heard of Professor Nicholas 
Senn. Some of you have known him person- 
ally. I once heard a highly reputable clinician, 
in a lecture before one of his classes in North- 
western University Medical School, remark that 
he had seen the operating-room nurse trying 
io attract Senn’s attention by tugging at his 
gown with one hand and holding a basin of bi- 
chloride solution in the other. During his oper- 
ative procedure lie would talk continuously, 
describing his work and the findings. He would 
step to the blackboard and make drawings of the 
pathology he wanted to describe. Then he would 
zo back to the operative field without disinfect- 
ing his hands unless the nurse beat him to it. 
With it all, he had surprisingly few :nfections ; 
while other surgeons in the same hospital not 
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considered his equal, but far more careful in their 
asepsis, had about the same number of infections. 

The reason for the difference? In the first 
place, Senn was a real anatomist, as well as a 
general clinician and pathologist. Secondly, he 
was a physician and surgeon in all that the terms 
imply. He cut the tissues neatly. He would 
tolerate only a minimum of pulling or tugging. 
He did not traumatize. As a consequence, the 
germs he introduced were taken care of by the 
health, uninjured tissues. Herein lies the key- 
note in obstetrics and for obstetricians. The 
accoucher who applies forceps inartfully, making 
traction in an unskilled manner, or who attempts 
io dilate the cervix, bruising and tearing the 
tissues so that in the course of a few short hours 
they become blue and edematous, thereby con- 
tributing largely to necrosis, simply leaves the 
gates wide open for a flora of bacteria to invade 
a medium as rich as could be found, with almost 
as little resistance as an artificial medium could 
present for defense and a prognosis which could 
scarcely be questioned. 

Now, while we have briefly discussed infections, 
the matter of non-infection must not be over- 
looked nor minimized, And in regard this very 
tnought, one should strive to keep his hands out 
of or away from infection. How frequently one 
sees this principle violated may be observed by 
watching men examining infected specimens 
with the ungloved hand! It is not an unusual 
procedure at medical meetings, where speci- 
mens are passed around, that some make ex- 
aminations with their naked fingers, pass the 
specimens on and then wipe their hands on 
their trousers or on a towel. For example, a 
clinician demonstrates a discharging vulva where 
his fingers come within only 6 to 8 em. of the 
introitus. It may not occur to him that he comes 
in contact with the infection through the patient 
having previously rubbed her legs together and 
spread the organisms in such a manner that he 
gathers the worst kind of infections on his fingers. 

These are merely a few ways which serve to 
illustrate how one’s fingers may become infected, 
as well as to magnify the importance of non-in- 
fection. One may think these are small points to 
be so minutely emphasized, but we know that 
no amount of scrubbing can remove the germs 
from the deep layers of the skin and the gland 
openings; consequently, if a glove is torn in the 
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course of an operation, the hand cannot but part 
with innumerable organisms which it carries. 

During the gestation period the doctor should 
make it his business to provide for the asepsis 
of labor. It should be borne in mind that the 
woman is going to make a race for which she 
should be prepared the same as the athlete who 
is to be groomed for a field-meet. So, if she is 
depleted in strength, if she is anemic, or if there 
are domestic conditions which tax her nerves, 
these things are all going to reduce her resistance 
and her immunity to infection, and they should 
therefore, be reduced to a minimum. 

While hygiene and asepsis are essential during 
the period of pregnancy, they must, by all means, 
also, not be overlooked during labor, since it is 
at this particular time that every iota of strength 
must be had to carry the patient through this 
crucial test of endurance, and every attention 
must be given these details in order that the 
post partum period may be shortened and made 
the less eventful. 

That muscular exercise creates an acidosis is 
no longer questioned. So, if a woman fails to 
receive the necessary nutrition during labor; if 
she is given an insufficient amount of fluids; if 
she becomes dehydrated; or if she lacks the 
proper amount of rest and sleep in addition to 
the muscular effort in consequence of her labor ; 
and then added to all this an anesthetic is given, 
still further reducing her alkali reserve, one 
should not be at all surprised if the patient goes 
into shock after delivery or postoperatively. or 
even if she becomes a prey to bacteria which 
chance to be present, giving rise to a puerperal 
infection. 

Early interference in pathological labor, 
therefore, should be a point for consideration. 
This feature, of course, brings us back to diag- 
nosis. One sometimes delays interference even 
when he is convinced that sooner or later he will 
be compelled to interfere, because of the simple 
fact that he, personally, does not know in just 
what manner inlerference should be directed. 
Again, this should emphasize the matter of diag- 
nosis. 

Permit me to say that I can call to my 
mind several cases in which I have been called 
in consultation that, had a correct, early diagno- 
sis been made and a section done, a live baby 
would have been born instead of a dead one; 
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whereas, all that could be done at the time was 
to save the mother. I might cite others where 
the application of forceps, or version and ex- 
traction would have prevented hours of useless 
suffering and ‘prolonged, purposeless labor. 

Finally, it should be our aim to conserve in 
the loss of blood, since we know it is a significant, 
life-contributing factor. Some men, seemingly, 
are a trifle careless in this respect. It is an ob- 
stetric error which should be classed under a 
proper lack, or a disregard of the knowledge of 
the real principles of asepsis and antisepsis. 

In discussing the third of these errors, occipiti- 
posterior positions, let us ask ourselves the ques- 
tion, “How many men know, or could give in de- 
tail or even in general, the real mechanism of an 
occipitoposterior position so that he could pre- 
dict, when a woman goes into labor, if it is going 
to be a spontaneous or an operative termination ? 
How many physicians could describe the mech- 
anism, not just what takes place or should take 
place before their eyes, but could actually and ac- 
curately describe the particular mechanism so 
that another might understand it?” 

One might ask why should we know the mech- 
anism of this particular position? In the first 
place, if the factor or factors underlying the 
mechanism are understood, the causes which 
bring about the anomaly may also be understood. 
And one would be enabled thereby to know how 
to manage and direct such a labor as to use 
the mechanism nature had provided. In other 
words, one would be prepared to assist nature 
more efficiently in such emergencies. 

Again, we are confronted with the importance 
of diagnosis, and this might well have been in- 
cluded in the lack of a complete obstetric diag- 
nosis. But it is so important and so many babies 
are lost from neglect through a lack of an un- 
derstanding of the mechanism of these cases, it 
has been selected as one of these five errors. This 
anomaly can be seen early in labor. When the 
head remains high, the first thing which should 
occur to one is that the condition is a possible 
occipitoposterior. It has been well said that 
“When a primipara goes into labor with the fetal 
head not engaged, one may expect trouble; in 9 
cases out of 100 one will encounter trouble; and 
of the 99, 60 of them are going to be occipito- 
posteriors.” 

Briefly, the treatment is as follows: The first 





Jun 


and 
the 
trea 
for? 
192! 
nat 
heac 
and 
qua 
vix, 
unle 
fails 
itsel 
get 
mad 
as ¢ 
beco 
a fo 
R 
the 
opin 
It is 
who 
any 
bine 
Ff 
taker 
givel 
Th 
conn 
ating 
ota 
liken 
fibro 
spoke 
know 
whee 
pullec 
cially 
any | 
pletel 
trom 
fore, 
the c 
slip v 
and 1 
case | 
the c 


CAUSE 















June, 1930 


and most important proceeding is to find out 
the cause, since therein lies the indication for the 
treatment. The cases, as I have indicated in a 
former paper (q. v., Ill. Med. J., p. 136, Aug., 
1929) may be divided into two classes, at least 
nature does this for us. 1. Those in which the 
head is engaged and 2. Those in which it is high 
and not engaged. If the head is high, the sine 
qua non is to get complete dilatation of the cer- 
vix, because the course is pretty well laid out 
unless the pelvis is contracted and the occiput 
fails to engage from some cause which, within 
itself, would indicate a section. If one fails to 
get complete dilatation of the cervix he may be 
made the recipient of unusual grief. But as soon 
as dilatation and effacement are complete, one 
becomes the obstetric master and he can then do 
a forceps or a version and deliver at will. 

Relative to the fourth error, operating before 
the cervix has completed its dilatation, is, in the 
opinion of our best obstetricians, a grave one. 
It is a condition more sinned against by men 
who are attempting to do obstetrical work than 
any other, or probably all other conditions com- 
bined in labor. 

The following most excellent quotation as 
taken from my notes while at Nortnwestern is 
given verbatim et literatum: 

The cervix, as we should know, is anchored by 
connective tissue strands and layers of fascia radi- 
ating from it and fastening it, like the balanced hub 
of a wire wheel to the pelvis. It can, therefore, be 
likened to the hub, the pelvis to the felloe, and the 
fibrous tissue strands or ligaments to the wire 
spokes. As a matter of common knowledge we all 
know that when one pulls down upon the hub of a 
wheel the spokes are stretched, torn, or broken and 
pulled out of the felloe. Likewise, in labor, espe- 
cially when the cervix is pulled upon, as is done in 
any operative condition before it has been com- 
pletely dilated, the ligaments are stretched or torn 
from their pelvic attachments. We should, there- 
fore, secure full, spontaneous, natural dilatation of 
the cervix in labor, through which the head can 
slip without pulling or dragging upon the ligaments 
and tearing them from the pelvic wall. In every 
case possible we should avoid forceful dilatation of 


the cervix, pituitrin administration, bearing down 
efforts or the application of forceps till the cervix 


is completely dilated and effaced. And accordingly 
we will find that when the baby is delivered it will 


not pull the hub out of the wheel. 

The fifth and last error under discussion is 
neglect of the mother and baby during labor be- 
cause of inability to appreciate the pathologic 
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dignity of the art of obstetrics. This may seem 
to you to be a very strong indictment to make, 
but I have frequently heard one of our authori- 
ties remark that many obstetric patients are ob- 
viously and shamefully neglected. Perhaps it 
was an accusation of this sort which contributed 
to putting the Sheppard-Towner bill through, 
for we know that it could never have gained favor 
or attained any following had we as physicians 
been giving our best to our obstetric patients. 

Finally, it should be recognized that one who 
attends a patient during her gestation period and 
throughout her labor, has a real job. “He has 
more to do than simply ‘watching a hole,’ as 
some doctors have vulgarly remarked. It may be 
true that some do no more than that; in fact, 
some do less. They do not even watch until it 
is too late.” And with the ritualist we shall have 
to admit that, “like lost sheep we have erred and 
strayed from” our obstetric teaching, as well as 
from what our good judgment dictates. “We 
have followed too much the devices and desires 
of our own hearts” as well as the lines of least 
resistance, both mentally and physically and from 
a medical and surgical standpoint, ard there is 
very little life left in some of our patients be- 
cause of too little attention devoted to that which 
should concern us most. It is, therefore, scarcely 
to be disputed that if each case is studied as it 
should be, we are sure to find the underlying or 
fundamental season for the existing trouble, to 
see how it effects each phase of the case and 
thereby be given sufficient indication for inter- 
ference, to be able to place our indication and to 
follow the course of procedure which we have 
outlined, even to its consummation. 

SUMMARY 

1. A thorough diagnosis should be made 
during pregnancy. 

2. One should thoroughly acquaint himself 
with, and have a proper understanding and ap- 
preciation of, the real principles of asepsis and 
antisepsis. 

3. A complete knowledge of the mechanism 
of occipitoposterior positions is a necessary pre- 
requisite in the training of an obstetrician. 

4, Profound respect should be had for the 
cervix, in that no operative measure should be 
attempted until there is complete dilatation and 
effacement of this part of the uterus. 
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5. No neglect should ever be permitted in 
attending a woman in labor. 


2376 East Seventy-first Street. 





CONCERNING THE TREATMENT OF 
ICTERUS CATARRHALIS WITH INSULIN.—H. 


Schneider (Wien. klin. Wehnschr., 39 71277, 1926). 


In a case of yellow atrophy of the liver it was ob- 
served by Richter that under the influence of insulin 
with simultaneous doses of grape sugar, the final fatal 
outcome could be postponed for an extraordinarily long 
time. The above named author began this test also in 
more chronic forms and in cases of long continued 
icterus, in which the prodromal state of an atrophy is 
not to ‘be excluded. 

Its theoretical justification, that under insulin action 
together with the plentiful carbohydrate allowance, there 
results an intensive glycogen formation and fixation in 
the liver cells by which these are strengthened against 
the anatomically and functionally injurious influences, 
is based on the statements of other authors also. 

Under these suppositions, the treatment of icterus 
catarrhalis seemed rich in expectation to Schneider also, 
especially since this disease was scarcely susceptible to 
a medical influencing up to the present and usually the 
spontaneous course was awaited. Schneider used 
insulin therapy in more than 12 cases of icterus 
catarrhalis. In proportion to the severity of the case, 
he gave five units of insulin up to three times daily, with 
simultaneous vigorous carbohydrate died, combined with 
grape sugar enemas and eventually grape sugar in- 


travenously. In all cases, he had the impression of a 
significantly rapid disappearance of the morbid 
symptoms. 


THE ENZYME REACTION IN SOME ENDO- 
CRINOPATHIES OF CHILDHOOD.—V. Tripputi 
(Riforma med., 42 :616, 1926). 


The author investigated the enzyme reaction in 
hypothyrosis, achondroplasia, mongolism, rachitis and 
hypoplastic conditions of varying degrees. With the 
exception of one case, of thyroid disease, the reaction 
always turned out negative. 

The author assumes that the endogenous stimula- 
tions are not sufficiently strong to effect such an in- 
crease of ferments that their demonstration could be 
accomplished with the enzyme reaction. 


INSULIN FORCED ALIMENTATION TREAT- 
MENT AND INSULIN SENSITIVENESS IN 
TUBERCULOUS PATIENTS. — Unverricht 
(Miinchen. med. Wchnschr., 73 :1473, 1926). 


The best measure of a promising result in insulin 
therapy and of a correct dosage is the gain in appetite, 
which is greatly improved even after the first few days 
of treatment. Contraindications for the application of 


insulin are the more chronic types without fever or 
hemorrhages, which apparently can be evoked by 
insulin; also during menstruation did the author sus- 
pend insulin treatment for this reason. 

Cases coming under consideration for the use of 
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insulin are the more chronic types without fever or 
subfebrile. Also, pneumothorax cases, which show a 
tendency to weight decline, so far as this is not caused 
by active tuberculous processes, seem to be quite suit- 
able for insulin forced alimentation treatment. 

Respecting the use of insulin in active tuberculosis, 
the indications have not yet been definitely established, 
according to the author. The psychic influences of the 
medication on the patient must be pointed out. When 
the appetite improves, the patients again have more 
hope, especially when they have previously taken all 
possible agents for stimulating appetite without any re- 
sult whatever. In the majority of the patients the 
general condition improves with astonishing rapidity. 

An improvement of clinical symptoms was not to be 
expected from this therapy from the outset; however, 
this sometimes occurred in proportion to the general 
physical improvement. 


ON THE QUESTION OF PROPHYLACTIC IN- 
TRAVENOUS INJECTION OF PITUITARY EX- 
TRACT IN THE THIRD STAGE OF LABOR— 
W. Sigwart (Zirbl. f. Gyndk., 51:280, 1927). 

The author corroborates the good results which Jess 
had with prophylactic doses of pituitary extract. In 
all operative deliveries at the moment when the child 
is developed, the author gives an injection of pituitary 
extract intravenously and had the experience as did 
Jess and others that in this way the third stage of 
labor is extraordinarily shortened almost without ex- 
ception and the loss of blood is significantly reduced. 
The author also gives pituitary extract prophylactically 
in spontaneous delivery, when anomalies are present, 
which make empirical complications in the third stage 
of labor. The effect appears with startling rapidity. 
No disadvantages at all. 


OVARIAN TUMORS IN INFANCY AND 
PUBERTAS PRECOX.—G. Termeer (Arch. f. 
Gynakol. 127 :431, 1926). 

Teratomas condition precocity only when they have 
their site in an endocrine organ related to sexual de- 
velopment. The decisive factor is, therefore, the locali- 
zation and the disturbance caused thereby of the recip- 
rocal relationship of the internal secretory organs, and 
not the tissue structure of the neoplasm; the cause for 
the pubertas precox is to be regarded in cases of tumors 
as endocrine and not as ontogenetic. 


INTERFBROMETRIC INVESTIGATIONS OF 
THE ENDOCRINE DECOMPOSITION DURING 
PREGNANCY UNDER NORMAL AND PATHO- 
LOGIC CONDITIONS (ECLAMPSIA AND 
HYPPREMESIS GRAVIDARUM).—Hellmuth 
(Deutsche med. Wehnschr., 52:1894, 1926). 

In resume the following may be said concerning the 
interferometric endocrine investigations during preg- 
nancy and during delivery under normal and patho- 
logic conditions. Even if we undertake similar inter- 
ferometric endocrine investigations in a definite and 
well-defined field (pregnancy and labor), during which 
typical changes in the endocrine system are certainl) 
present in the organism of the patient—indeed, in the 














June 


majc 
crine 
crine 
in a 
ered 
the 

serot 
the 
Clini 
unkn 
ing ¢ 
ditior 


eXalr 
ceptii 
lowit 
the t 
a kn 
ally 
ease, 
by t 
thyrc¢ 
even 
quen 
the 1 
trary 
clear 
it po 


Doct 
his c 





1930 


er or 
OW a 
aused 

suit- 


losis, 
ished, 
f the 
When 
more 
n all 
ly re- 
5 the 
idity. 
to be 
rever, 
neral 


. IN- 
EX- 
\R.— 


Jess 
In 
child 
itary 
; did 
re of 
Eb @x- 
uced. 
ically 
2sent, 
stage 
idity. 


AND 


vhich 
ainl) 
1 the 





June, 1930 


majority of cases accompanied by an increase in endo- 
crine function—the result of such interferometric endo- 
crine investigation is only negative. This result is well 
in accord with the experiences which have been gath- 
ered in endocrine conditioned disease states outside of 
the gestation period. As here, the interferometric 
serodiagnosis in its present form (at least judging by 
the experiences collected in the Wurzburg Women’s 
Clinic) does not bring any further light on the hitherto 
unknown relationship of the endocrine changes appear- 
ing during pregnancy under normal and pathologic con- 
ditions, 

THE METHOD OF DIAGNOSIS OF THYRO- 
GENOUS FUNCTIONAL DISTURBANCES 
WITH THE HELP OF INTERFEROMETRIC 
BLOOD INVESTIGATIONS.—F. M. Groebel and G. 
Hubert (Schweiz. med. Wcehnschr., 56:949, 1926). 

In the opinion of Paul Hirsch, the diagnostic value of 
the interferometric blood examination is today almost 
generally recognized. The authors have tested the 
method of quantitative organ decomposition in different 
diseases, and could likewise convince themselves of the 
value and specificity of the reaction. 

In particular, did they study the interferometric blood 
examination in thyrogenous disturbances with the ex- 
ception of thyrogenous obesity. They came to the fol- 
lowing conclusions: In thyrotoxicosis, investigation of 
the thyroid alone does not for the most part suffice for 
a knowledge of the disorders; one must uncondition- 
ally investigate serologically all kinds of thyroid dis- 
ease, otherwise one will, as in one of the cases described 
by the authors, find a normal decomposition for the 
thyroid upon a partial examination of the organ alone, 
even despite the most severe changes, and will conse- 
quently be disappointed with the working capacity of 
the method. With complete investigation, on the con- 
trary, and only then, will the type of the disturbance be 
clear; in addition, the quantitative investigation makes 
it possible to recognize the degree of the disturbance. 





Society Proceedings 


ADAMS COUNTY 

Dr. Sidney A. Portis, Professor of Medicine, Loyola 
University School of Medicine, Chicago, Illinois, was 
the guest of the day. From 10 a. m. until 11:30 a. m. 
Doctor Portis held a medical clinic at St. Mary’s Hos- 
pital, and at 7:30 p. m. a dinner was given at the Elks 
Club Restaurant in his honor. 

The Scientific Meeting was called to order by the 
President, at 8:35 p, m., at the Elks Club, with fifty- 
three in attendance. 

The address of the evening was a paper by Doctor 
Portis, entitled “Medical Management of Functional 
Disturbances of the Gastro-Intestinal Tract,’ which 
was illustrated by lantern slides. The discussion was 


led by Doctors A. W. Werner and C. W. Pfeiffer, 
followed by Doctors M. E. Bitter, H. J. Jurgers, J. E. 
Miller, A. H. Bitter, and closed by Doctor Portis. 
Doctor Portis was given a rising vote of thanks for 
his courtesy in addressing the Society. 


SOCIETY PROCEEDINGS 
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The Secretary read the minutes of the April meeting 
of the Society, together with the minutes of the Special 
Meeting of the Council, which was held on April 29 
and also letters received from Doctor Andy Hall, 
Director of Public Health, State of Illinois, dated 
March 21, April 23 and April 29, pertaining to the 
“physically handicapped” children’s commission of Illi- 
nois. A motion was carried that the minutes of the 
April Society meeting be approved as read. 

Doctor Wells made a motion that the Society re- 
consider the resolution introduced by Doctor Knox at 
the April meeting, which read as follows: 


Resolved: That it is the sense of this Society that 
no officer of this Society may use his official position, 
or his official signature, in a matter involving, or of 
concern to the members of this Society as a whole, 
without first having received the approval of the mem- 
bers thereof at a regular meeting of the Society. 

Be It Further Resolved: That no officer or mem- 
ber of this Society may accept appointment on any 
committee having association with an organization of 
lay origin, and which committee is being formed for 
the purpose of Lay, State or Federal practice of medi- 
cine, without first presenting the matter to this Society 
for discussion with subsequent affirmation or rejection. 

For Whereas the most of such appointments aris- 
ing from a lay source are but another means of get- 
ting professional sanction and professional acquiescence 
for legislation similar to that developed by the Shep- 
pard-Towner Act, and, 

Wuereas: Practically all such movements and fhe 
solicitations for medical members of committees are 
but another means ‘to delude and mislead the profession 
and the public in the interests of politicians, social 
workers and meddlers, or of individuals having a per- 
sonal axe to grind. 

Be It Resolved: That no officer or member of the 
Adams County Medical Society may accept such an 
appointment, as a committee member, or in any other 
official position, for any so-called health movement 
without the approval of this Society. 

The motion was lost. A motion that the resolution 
adopted by the Society at its April meeting be pub- 
lished in the Quincy Medical Bulletin was made by 
Doctor Beirne, and carried. He then made an addi- 
tional motion that our delegate be instructed to carry 
out the spirit of this resolution at the next meeting of 
the Illinois State Medical Society. Carried. 

Doctor Center gave his opinion regarding the “phys- 
ically handicapped” children’s commission and ex- 
pressed confidence in the Director of the Illinois De- 
partment of Public Health. He then offered a reso- 
lution requesting that the confidence of the Society be 
stated. A motion made by Doctor Nickerson that this 
resolution be laid on the table was carried. 

The Secretary then read the minutes of the May 
meeting ofthe Council. 

Doctor Cohen made a motion that the minutes of the 
“special” meeting of the Council, held on April 29, be 
approved as read. A substitute motion, that these min- 
utes be approved, except as they did not conflict with 
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the action of the Society, was made by Doctor Beirne, 
and the substitute motion carried. 

Following this there was a discussion relative to the 
Society’s publicity. Doctor Pearce condemned the 
newspaper publicity given the Medical Society meet- 
ings. Doctor Stevenson opposed publishing any of our 
minutes in the Quincy Medical Bulletin. Doctor Wells 
made a motion endorsing the publicity features of the 
Society as had been conducted by the Secretary’s office. 
Doctor Nickerson moved that this motion be tabled. 
This was carried. 

Doctor Center made a motion to adjourn, which was 
lost. 

A motion was made approving the minutes of the 
May meeting of the Council as read, Carried. 

The motion to adjourn was carried about 11:20 p.m. 

HaroLtp SWANBERG, 
Secretary. 


_—_ 


ALEXANDER COUNTY 


At the regular monthly meeting of this Society, held 
at the Halliday hotel, in Cairo, the evening of May 23, 
the following interesting clinical cases were presented 
and discussed: Dr. Jas. S. Johnson, “Infected Lateral 
Sinus Thrombosis Without Mastoid Involvement” ; 
Dr. Jas. M. McManus, “Hernia Following Cholecys- 
tectomy”; Dr. Jas, M. Gassaway, “Unusual Features 
in Scarlatina in an Adult’; Dr. H. A. Davis, “Gonor- 
rhea in a Married Man of Unknown Origin”; Dr. J. K. 
Rossen, “Two Brothers of 11 and 5 Years With Pro- 
gressive Muscular Dystrophy.” The latter cases proved 
especially interesting. 

Dr. O. T. Hudson of Mounds, Ill., read a splendid 
and exhaustive paper on the subject, “The Physician 
Himself,” the discussion on which was led by Dr, B. V. 
Rife of the same place. Dr. L. F. Robinson of Ulin, 
Ill., reported on the recent state meeting at Joliet. 

The Society voted to take the usual three months 
vacation, reconvening in September with an out-of- 
town speaker and a dinner meeting. The secretary was 
authorized to secure the speaker for the occasion. 

Jas. W. Dunn, 
Secretary. 


COOK COUNTY 


Joint meeting of the Milk Commission and the Chi- 
cago Medical Society, April 30. 

Symposium on septic sore throat. 

Arnold H, Kegel, Commissioner of Health, presiding. 

Epidemiology and Pathology of the Disease, David 
J. Davis. 

Bacteriology With Reference to Active Infections and 
Carriers, I. Pilot and Mrs. Hallman. 

Bovine Infection, T. B. Hadley. 

Problems in Control, Professor W. D. Frost, Uni- 
versity of Wisconsin. 

Discussion, Ruth Tunnicliff, Joseph Capps, Gladys 
Dick, J. Warren VanDerslice. 

The Chicago Society of Industrial Medicine and 
Surgery, May 7, 1930. 
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Immediate Repair and Mobilization of Fractures Into 
Joints, Paul B. Magnuson. 

Principles of Nerve Suture, Dennis W. Crile. 

Chicago Medical Society, regular meeting May 14, 
1930, 

The Use of Ointment for the Active Immunization 
Against Diphtheria, by Benjamin M, Gasul and Arnold 
H. Kegel, Commissioner of Health of Chicago. 

My Trip North With MacMillan, by William A. 
Thomas. 





MERCER COUNTY 


The annual meeting of the Mercer County Medical 
Society was held May 6, 1930, at the Oak View Coun- 
try Club at Aledo, Illinois. Dinner was served at 
7 p. m. and following this a business session was held. 
At this time these officers were elected to serve the 
following year: President, T. D. Coe, Keithsburg; 
vice-president, G. H. Moore, Aledo; secretary-treas- 
urer, G. L. Rathbun, New Windsor; delegate, G. L. 
Rathbun, New Windsor; censors, V. A. McClanahan, 
J. W. Wallace and Hugh Stites, all of Aledo. 

The first paper of the evening was given by Dr. R. K. 
Packard of Chicago, Illinois. His subject was “Medi- 
cal Economics” and it was presented very ably and 
interestingly. Discussion was by Drs. Ostrom and 
McEvers of Rock Island and Dr. Camp of Monmouth. 
The second paper was by Dr. Lucius Zeuch of Chicago 
on the subject of “Pioneer Shrines and Physicians of 
Western Medicine.” This was illustrated and besides 
being informative it drew many comments and remines- 
cences from some of the old-timers present. General 
comment followed. 

Twenty-six physicians from Monmouth, Rock Island 
and Mercer County attended, 

JosepH Daursys, Secretary. 





Personals 





This issue of the JouRNAL carries as a supple- 
ment the portrait of Dr. Wm. D. Chapman, 
president of the Illinois State Medical Society, 
1930-1931. 

Dr. Chas. E. Humiston addressed the Rotary 
Club of De Kalb, Illinois, on April 30, 1930. 
The subject of the address was “Medical Para- 
sites.” 

Doctor and Mrs. Howard Burns of Carrollton 
sailed May 22 for Great Britain, where Dr. 
Burns will do post-graduate work at Saint 
Bartholomew’s Hospital, London. 

Dr. I. Harrison Tumpeer addressed the Jack- 
son County Medical Society at Jackson, Michi- 
gan, Tuesday, May 20th, on “The Simplicity of 
Infant Feeding and Other Hazards.” 

Dr. Fred M. Meixner, Peoria, Ill., addressed 
the Public schools of Washington, Illinois, and 
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a Health Week meeting under the auspices of 
the Kiwanis Club on May 9, under the direction 
of the Educational Committee. 

Dr. Everette R. Quinn was recently appointed 
health officer of East Alton to succeed the late 
Charles A. Moore. 

Dr. James G. Carr, Jr., Chicago, addressed 
the Sangamon County Medical Society, Spring- 
field, May 1, on “Examination of the Heart.” 

The Madison County Medical Society was ad- 
dressed May 2 by Dr. Carl J. Koontz, Ferguson, 
Mo., on heart disease. 

Among others, Maud Slye, Harriet F. Holmes 
and Dr. Harry Gideon Wells discussed “The Oc- 
currence of Intracranial Tumors in Lower Ani- 
mals” before the Chicago Pathological Society, 
May 12. 

The Chicago Orthopedic Club was addressed 
May 9 by Drs. J. Albert Key and Maurice A. 
Bernstein on “Bone Atrophy” and “Experi- 
mental Work on Low Back Pain,” respectively. 

The Henry County Medical Society was ad- 
dressed at Rock Island May 1 by Drs. Clement 
L. Martin and Edwin W. Hirsch, Chicago, on 
“Proctology Problems of General Interest” and 
“Pathology: Diagnosis and Treatment of Pros- 
iatic Hypertrophy,” respectively. 

Dr. Clifford U. Collins, Peoria, addressed the 
Morgan County Medical Society May 8 at Jack- 
sonville on “Cervical Ribs,’ and Drs. Arthur 
Sprenger and John R. Vonachen, Peoria, on 
“Urologic Conditions in Infancy and Child- 
hood.” 

The fifty-fourth annual meeting of the Dis- 
trict Medical Society of Central Illinois was ad- 
dressed April 29 by Dr. Deane F. Stanley, De- 
catur, on “Practical Application of Electrocar- 
diography.” Dr. Andy Hall spoke on “Health 
Problems of Illinois.” 





News Notes __. as gg 


° 
« coe 





—An all-day clinic was Sdbittetell: “Apail 22 
by the Decatur County Medica? Society" andthe 
staff of the Decatur and Macon County: Eps; 
pital; Dr. Francis E. Senear, Chicdge; tebe: 
ducted a dermatologic clinic. 

—The Chicago Society of Industrial Medi- 
cine and Surgery was addressed May 7 by Drs. 
Paul B. Magnuson and Dennis R. W. Crile on 
“Immediate Repair and Mobilization of Frac- 
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tures into Joints” and “Principles of Nerve 
Suture,” respectively. 

—The Chicago Roentgen Society held its 
thirty-fifth anniversary May 8, honoring Wil- 
helm Conrad Roentgen, discoverer of the x-rays. 
Among others, Dr. William Allen Pusey spoke 
on “Pioneer Development of Radiation Therapy” 
and Dr. Isaac Seth Hirsch, New York, on a 
“Eulogy of Roentgen.” 

—A series of lectures on the circulation was 
delivered at the University of Illinois College 
of Medicine by Walter J. Meek, Ph.D., Madison, 
Wis., April 29-May 1, the titles being “Cardiac 
Output,” “Automaticity and Conduction” and 
“Some X-Ray Studies of the Heart.” 

—Dr. George Dick addressed the Chicago 
Laryngological and Otological Society May 5 on 
“Focal Infections’ and Drs. Joseph C. Beck, 
George E. Shambaugh and John Gordon Wil- 
son on “An Appreciation of the Importance of 
Dr. Billings’ Theory of Focal Infections in Mod- 
ern Otolaryngology.” Dr. Frank Billings was - 
the guest of honor. 

—Dr. E. H. Zweifel, Munich, Germany, gave a 
series of lectures at the Billings Hospital, Uni- 
versity of Chicago, May 26, at 3:30 p. m.; on 
“Bleeding in the Menopause or the Post Climac- 
teric Bleeding”; May 28, “Treatment of Cancer 
of the Uterus”; May 30, “Results Obtained by 
the Cancer Treatment”; June 2, “Treatment of 
Uterine Fibroids”; June 4, “Obstetric Indica- 
tions,” and June 6, “Ectopic Pregnancy.” 

—The occupational therapy committee of the 
Chicago Woman’s Club has established a cura- 
tive occupational workshop as a demonstration 
clinic for students and physicians in the North- 
western University Medical School. The pur- 
pose is to restore the disabled to usefulness by 
physical therapy, work and recreation, and not 
only to occupy the mind but to restore impaired 
:. Hanetionk; Tools and appliances are used to 
*okercise* *ithpaired parts and reestablish habits of 
7 indingryt in g.fé-gtient. 

Le terns Chichav League for the Hard of 
Algdaing during National Hearing Week, be- 
ginming May 1, held open house, giving dem- 
onstrations of hearing aids. During the week, 
the board of otologists as well as members 
of the Chicago Laryngological and Otological 
Society broadcast talks relative to the proper 
care of the ears, prevention of deafness and the 
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league’s work as carried on in the public schools 
with children. The Chicago League has under- 
taken the program of examining 530,000 chil- 
dren with the 4-A audiometer test which is used 
by 158 cities. 

—The Chicago Council of Medical Women 
meeting, June 6, was addressed by Dr. Bertha 
Van Hoosen on “An Honor Guest” and by Dr. 
Elizabeth Helene Schirmer on “The Phypoiing- 
ical Reaction as a Test for Pregnancy.” 

—Dental clinics in the Chicago public schools 
treated 240,000 children in 1929 and more than 
100,000 during the first five months of 1930, it 
was announced by Dr. 8. C. Bromberg, in charge 
of the work. Of 19,000 pupils examined at the 
school dispensaries, 35 per cent. had perfect teeth. 
Dr. Bromberg’s report was made at the annual 
meeting of the public dentists of Chicago and 
Cook County and the dental hygienists of the 
Chicago public schools at the Hotel Sherman. 

—Statistics on the number of quacks in Ger- 
many have revealed that these illegal practi- 
tioners increased from 670 in 1876 to 3,059 in 
1898 and to 11,761 in 1927. By comparison 


with bona fide physicians, the proportion of five 
quacks for every 100 physicians in 1876 increased 


to twenty-seven in 100. 

—The summer clinics sponsored by the Chi- 
cago Medical Society will be given at the Cook 
County Hospital from August 11 to 22. 

—Beginning May 24, 1930, the pathologica? 
conferences at the Cook County Hospital con- 
ducted by Dr. R. H. Jaffee are to be published 
each week in the Bulletin of the Chicago Med- 
ical Society. The new volume begins with the 
July 5 issue. The subscription price to those 
who are not members of the Chicago Medical 
Society is $2.00 per year. 





Deaths 


Decatur, Ill.; Harvard University 


WILLIAM BARNES, 
; one of the founders, and president 
“ ; 


Medical School, 1887 


of Decatur and Macon County Hosnita!, aged: 69: a° 


collector of lepidoptera, of which he had a famous coi- 
lection, numbering 700,000 specimens, of 1,300 spevies* 
died, May 1. 

Garrett Rosert BARRINGER, Alhambra, II1.; 
Medical College, Chicago, 1880; aged 72; 
nephritis, in April. 

James Taytor Brack, Marion, IIl.; Missouri Col- 
lege of Medicine and Science, St. Louis, 1909; aged 53; 
died April 26. 


Bennett 
died of 
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FREDERICK WILSON BowLes, Quincy, IIl.; Keokuk 
(Iowa) Medical College, 1901; served during the 
World War; aged 51; died, April 1, in St. Mary’s Hos- 
pital, of cirrhosis of the liver. 

BENJAMIN P. Brapsurn, Lincoln, IIl.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1891; aged 
65; died, May 2, of carcinoma of the stomach, at 
Vanderbilt hospital, Nashville, Tenn. 

EMANUEL Broomer, Centralia, Ill.; Missouri Medical 
College, St. Louis, 1880; aged 75; died March 23, of 
carcinoma of the sigmoid and intestinal obstruction. 

WILLIAM ARROWSMITH Coss, Danvers, IIl.; Marion 
Sims College of Medicine, St. Louis, 1901; formerly 
health officer; aged 59; died, April 15, of heart disease. 

HucH Maxwett Dewar, Chicago; Kansas City 
Homeopathic Medical College, 1891; aged 59; died, 
April 15, of chronic nephritis and arteriosclerosis. 

Eimer ExtswortH HeENpeERSON, Chicago; Rush 
Medical College, Chicago, 1896; member of the Ameri- 
can College of Surgeons; formerly clinical professor 
of surgery, Loyola University School of Medicine, pro- 
fessor of clinical surgery, Bennett Medical College, and 
the Chicago College of Medicine and Surgery; attend- 
ing surgeon to the Lutheran Deaconess Hospital and 
consulting surgeon to St. Elizabeth’s Hospital; aged 
60; died, May 6, at his home in Oak Park, Ill. of 
heart disease. 

Harry Leonarp Jacoss, Chicago; Medical Depart- 
ment of the University of Illinois, Chicago, 1903; aged 
64; died, April 20, of nonepidemic meningitis, following 
mastoiditis. 

JoHn Ruopis Jicinsxy, Cicero, Ill.; Rush Medical 
College, Chicago, 1896; member of the Illinois State 
Medical Society; aged 67; died April 28, of heart 
disease. 

GeorcE MAxweELt, Sterling, Ill.; Rush Medical Col- 
lege, Chicago, 1899; on the staff of the Public Hos- 
pital of the City of Sterling; aged 52; died, April 13, 
of cerebral hemorrhage. 

CHARLES THOMAS Parker, Johnsonville, Ill.; Medi- 
cal College of Ohio, Cincinnati, 1886; aged 65; died, 
May 1; of cholecystitis. 

Lavaire B. RousapEaux, Reddick, IIl.; Physio-Medi- 
cal College of Indiana, Indianapolis, 1897; aged 61; 
died, April 16, at St. Mary’s Hospital, Kankakee, of 
cerebral hemorrhage and unilateral paralysis. 

Joun E. ScHoonover, Salem, Ill.; Kentucky School 
of Medicine, Louisville, 1889; formerly secretary of the 
Marien ’ Sounty Medical Society; aged 63; died, April 
9, of diabetes mellitus 

Lzemvet ByYrp SHoxz, East St. Louis.; St. Louis Uni- 
versity ‘Schoo: of Midicion, 1906; aged 45; died of 
pneumonia, May 5. 

FRANK+IN GreELEY Westcott, La Salle, Ill.; Ben- 
nett Medical College, Chicago, 1897; surgeon hor the 
Matthiessen and Hegeler Zinc Works, aged 58; died, 
May 13, at St. Mary’s Hospital, of appendicitis. 

Witt1aAM Henry Witson, Kankakee, IIl.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1888; aged 71; 
died, April 30, of heart disease. 








